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Mr. YARBOROUGH, from the Committee on Labor and Public Welfare, 
submitted the following 

REPORT 
[To accompany S. 3354 

The Committee on Labor and Public Welfare, to which was referred 
the bills (S. 3355 and related bills) to amend titles III and IX of the 
Public Health Service Act so as to revise, extend, and improve the 
programs of research, investigation, education, tra.ining and. demon- 
strations authorized thereunder, and for other purposes havmg con- 
sidered the same, repark favorably thereon with amendments and 
recommends that the bill as amended do pass. 

SUMMARY 

S. 3355 would extend for five years (fiscal year 1971 through fiscal 
year 1975) certain of the authorities under titles III and IX of the 
Public Health Service Act. 

The bill would: 
1. extend and improve the Regional Medical Programs authority 

(Title IX). 
2. estend and improve the Comprehensive Hea1t.h Planning and 

Services authority (section 314 of title III). 
3. extend and improve the authority for the National Center for 

Health Services Research a.nd Development, (section 304 of title III). 
4. improve the authority for the National Center for Health 

Statistics (section 305 of title III). 
5. permit for the joint administration of projects involving more 

than one of the above mentioned authorities with the exception of 
section 305 (section 310a of title III). 

6. require that the Secretary of HEW submit an annual report 
concerning the effectiveness of these programs (section 310b of title 
III). 
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7. create a Sational Council on Health Policy in the Esecutiw 
Office of the President to conduct studies, rtwarch, and investigations 
to set goals for a nat’ional health policy for the United States. 

S. enable the Secretar of HEW to authorize carriers participating 
in Federal health bent it programs for Federal employees to issue ? 
contracts for prepaid group practice health services to any person, 
whether or not such persons are Federal employees. 

In order to carry out the purposes described above the Committee 
has authorized appropriations in the folIowing amounts. 

TABLE I.-AUTHORIZATION OF APPROPRIATIONS--S. 3355 

[Amounts in thousands] 

I971 1972 1973 1974 I975 Total 

Regional medical programs ___________.____..__... 
Comprehensive planning and services: 

1. State planning (314.s) ______ ______ _.__ _ ___. 
2. Areawide planning (314b)--. _.__ _ ____._._. 
3. Training of health plenners(314c) ____..___ _ 
4. Public,health services (314d).--...........- 
5. Comprehensive health services development 

(314e) ____ _ .____________._ _ _._.___ _ ____ 
Health services research and development... ____._ 
National health council ______________. ____._ _ ____ 

Total..-. ____ _ ______._____.. ___ ___._._.__ - 

150.0 

15.0 

280:i 
130.0 

200.0 

17.0 

“2 
145.0 

250.0 

:i:i GE 
10.0 11:o 

165.0 180.0 

%05 
:3 

‘83:: i 157.0 

‘3 .? . 

516.8 621.7 737.0 

250.0 

:z 
io __- 

818.0 

250.0 

35.0 

% 
200. n 

::30: i 
1.0 

901.0 

1.100.0 

117.0 

‘El: i 
820.0 

800.5 

5043: i 
--- 
3,594.5 

HEARINGS 

Public hearings were held by the Health Subcommittee of the 
Committee on Labor and Public Welfare on February 17 and lS, 1970. 
Testimony in support of the bill and its overall purposes \vas receired 
from a wide variety of eminent health and medical professionals, 
professional health and medical associations, and, interested indl- 
viduals. Addit,ionally, a subst.antial number of statements lvere 
submitted and made a part of the hearing record. 

BACKGROUND A’P*‘D PROGRAM ACCOMPLISHMENTS 

REGIONAL MEDICAL PROGRAMS 

In 1964, a Presidential Commission on Heart Disease, Cancer and 
Stroke was initiated to recommend steps to reduce the incidence of 
these three diseases, which each year account. for more than 70 percent 
of all deaths in the United States. The Commission’s Report presented 
some 35 recommendations aimed at the development across the na- 
tion of regional complexes of medical facilities and resources. These 
were to function as coordinated systems to provide specialized serv- 
ices for the benefit of physicians and patients in the several geographic 
areas. 

Legislative proposals submitted in early 196.5 t,ended to follow the 
recommendat,ions of the Commission, but these recommendations for 
a broad program of strong regional organization of health corn onents 
were substantially modified. In the actual legislation enacte a as the 
Heart Disease, Cancer and Stroke Amendment,s of 1965 (P.L. S9-239), 
the concepts of “regional medical complexes” and “coordinated 
arrangements” mere replaced by “regional medical programs” and 
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“cooperative arrangements”. The tone of the legislative package 
thus shifted to an emphasis on voluntary linkages and a less formalized 
regional organization pattern. A strong consideration in the decision 
was the pluralistic nature of our health-care system today, with a 
number of autonomous decision-making institutions useful to two or 
more Regions, increased the membership of the National Advisory 
Council from 12 to 16, and permitted participation of Federal hospitals 
in Regional Medical Programs. 

BUDGET HISTORY-GRANTS 
. [Dollars in thousands1 

Fiscal 

I 
ear 
966 

Authorization ______ _____ __________ _ _____ _ ___________ __.___ 
Appropriation: grants. ______.__________ _ ______________...- _ 

I;$:: 

Add balance brought forward from previous year _____ _ .___ ____ _____ ‘. ____ 
Lass amounts held in reserve by BOB..-. ____________ ____ .______ ______ 

Amount available for obligation ______________ _ ._____________ 
Amountobligati+grants..... ____________ ___._ .___________ 

23 i$ 
, 

During the hearings on the bill, the Committee ?vas provided with 
evidence of substantial progress in implementing the concept and 
achieving the goals of the laws establishing and extending the Regional 
Medical Programs. 

The concept of the law was to organize cooperatively public 
and private medical and health resources of people and facilities of 
what are, in effect, the various “health market areas” of. the country. 
It was envisioned that, through such organizations, ‘plans could be 
made and implemented that would directly result m the transfer of 
available new medical knowledge from the medical centers to the 
communities! thereby improving the quality of care and increasing 
the availablllty of that quality care, especially as it concerns heart 
disease, cancer, stroke and related diseases. 

Of the 55 Regional Medical Programs established for planning 
purposes during the first two years of the program, 54 are now opera- 
tional, their duration, as such, varying from over three years to only 
a few months. 

The 55 programs cover the entire country, with Regiona. populat.ion 
coverages ranging from a few hundred thousand to as many as 20 
million. ,111 terms of area, 32 Programs cover entire states; 4 are com- 
binations of entire states; 3 are combinations of states and segments 
of other states; and 16 are single met,ropolitan areas or larger segments 
of one or more st,ates. As a result, the Programs vary in complexity, 
numbers of people and institutions involved, and types of activities 
they now have underway or planned consistent with their own needs 
and priorities. 

Organizationally, 30 Programs have been established with their 
headquarters at universities or medical centers; 4 in. state medlcal 
swieties; 18 as newly chartered autonomous corporations; ant 3 as 
other types of public or private non-profit agencies. This flexlb$ity 
has permitted each Program to integrate itself into. the various 
political, sociological and other resources of its own Region. 
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To make these Programs truly viable, virtually all elements of the 
health care system-medical schools, hospitals, academic and practic- 
ing physicians, dentists, members of all of the allied health professions, 
voluntary and public health organizations and agencies, and national, 
regional, state and local government agencies-which historically 
were reticent to join together in such cooperative arrangements, have 
had to become convinced of the need for implemcnt~ation of the unique 
Re4onal Medical Programs concept. 

e I1 enera y speaking, the following efforts of the Regional i\Iedical 
Programs are being successfully realized : 

They are developing a base for effective regional planning and 
decision making t.hrough broad representation and participation 
of health institutions, organizations and individuals on the 
planning committees and the Regional Advisory Group of each 
Region. 

Through the professional and institutional linkages of region- 
alization, effective use of modern methods am1 techniques for 
diagnosis and treatment of heart disease, cancer and stroke, is 
increasingly achieved. 

Improved distribution and maximum utilization of available 
health manpower resources of health manpower is being fostered 
through trainin, w of new types of personnel, the continuing edu- 
cation of personnel already in the health field, and demonstrations 
of patient care. 

Facilities and resources for conducting demonstra.tions of pa- 
tient care and diagnostic techniques are being increased and per- 
fected, while the regionalization of the area’s health care system 
is simultaneously promoted 

The following are a few examples of Regional Medical Program 
accomplishments, some of which are unique to the part,icular Region, 
and others characteristic of similar activities in many Regions: 

In an isolated Appalachian area of Western North Carolina, 
known as the State of Franklin, a network of coronary care units 
of 13 electronically monitored beds in 8 different hospitals, has 
been established. This is a result of financial and techmcal assist- 
ance from the North Carolina Regional Medical Program. These 
eight small hospitals, all with less than 50 beds, are now linked to- 

5 
ether and to t,he cardiology department of the Bowman-Gray 
chool of Medicine in Wmston-Salem over 100 miles to the 

east by a telephone line for the transmission and analysis of 
electrocardiograms. Through the same local Regional Medical 
Program, man 

fi? 
of the physicians practicing in this area and 

the nurses sta ng these units have received training in the most 
up-to-date coronary care techniques. 

In many Regions the Regional Medical Program staffs are ac- 
tively working with representatives of the inner city in planning 
for improved health services. One type of such Regional Medxcal 
Program involvement is in the Calgo?& Region’s project m the 
Watts-Willowbrook section of Los Angeles. This is designed to 
work with all of the local, regional and state organizations and 
institutions involved to help establish the Drew Postgraduate 
iMedical School of the Martin Luther King, Jr. General Hospital. 
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Some 3,000 miles away, the New Jersey Regional Medical 
Program has assigned full-time urban health coordinators to the 
Newark, Trenton and Hoboken Model Cities Offices to serve as 
health planners and identify and work with appropriate activities 
that may merit Regional Medical Program coordinabed support. 

The Texas Regional Med,ical Program IS responsrble for brmging 
high quality stroke rehabilitation to a small,, rural town in East 
Texas. Prior to the implementation of this project, t,ho East 
Texas-Treatment Center in Kilgore, an isolated community with 
a modern rehabilitation facility, was under-utilized due to a lack 
of trained personnel and techmcal know-how required to provide 
a coordinated rehabilitation program for heart, cancer and stroke 
patients. As a result of the continuing workmg relationship de- 
veloped by the Regional Medical Program between the Kilgore 
Treatment Cemer and the Southwestern Medical School, perma- 
nent staff and consultative personnel have been added; the skills 
and techniques of existing personnel have been upgraded; and a 
program organized whereby the local institution can carry out the 
same treatment and rehabilitation services found in the larger 
centers. It is hoped that the East Texas Treatment Center and 
two others being similarly aided will become links between the 
medical school and other rehabilitation centers in even more 
remote areas. 

A program designed to meet the needs of local hospitals in the 
Spokane area for cardiopulmonary technician training is under- 
way with support from the Washington/Alaska Regional Medical 
Program and cooperatively sponsored by the Spokane Community 
College, the County Medical Society, and the city’s six hospitals. 
The community college is providing space and most of the fac- 
ulty for the classroom phase; the physicians of the area, through 
their medical society, have helped in developing the curriculum 
and are assisting with the teaching; and the hospitals will eventu- 
ally employ those individuals tramed in the interest of the pa- 
tients who are the residents of the area. 

In Maine, one of the major projects supported by operational 
fmlds to the Maine Regional Medical Program is the development 
of the Upper Kennebec Valley Regional Health Agency. Located 
in Waterville, and originally organized as a volunt sry service 
under a local board of trustees, this agency was nctrvated by 
Regional Medical Program funds and now coordinated a series of 
several health-related planning and operational activities. With a 
combination of Regional Medical Program and local funds, the 
agency operated a Home Health Care Service which is effectively 
supplementing physicians’ services to chronically ill patients to 
give the limited number of physicians in that area more time for 
seeing an increased number of patients who are critically ill. The 
agency is also operating a Regional Blood Bank which now serves 
5 of the 10 hospitals in the Kennebec Valley. With additional 
Federal funds from the Department of Transportat.ion, the agen- 
cy’s transportation and communications division provides rapid 
transfer of both pntient,s and services for emergency care. 
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HElLTH SERVICES RESEARCH AND DEVELOPMENT 

The National Center for Hei1t.h Services Research and Develop- 
ment, which atlminist~ers set tion 304 of the Public Health Service Act, 
was established on May 2, 196S, to serve as the focus of Federal efforts 
to improve health services nntlonally through research and develop- 
ment. At that time, virtually all existing programs within DHEW 
for the specific support of health services research and .devolopment 
were transferred to and became the init,ial base for the National 
Center. 

Section 3M contains all the authority for research and demonstra- 
tion with respect to hospitals and hospital operation which \I-as 
previously contained in Section 624 of the Public Health Act. 

Section 304, in addition, included the language of Section 314(e)(3) 
of t.he original “PartnershIp for Health” legislation, which authorized 
grants for projects t.o develop ne\\- methods or improve existing 
m&hods of pro\-iding health services, and related training. 

BUDGET HISTORY-GRANTS 

1968 1969 1970 

Funds auihorized(s~.305)................-....-............-...-. 20.000.000 60,000,000 
Fundsa propriated.........................-........-...--......- 
Fundso ligated..-.............................--.-..--.--.--..-- 1 

30.670.000 
40,000,000 

44,975,ooo 
30,670,OOO 

41.030,000 
40.725,741 42,592,OOO 

The accompliJ~ments of the National Center for Health Services 
Research and Development can be divided into seven major categories : 
(1) Improvement of Health Services to the Disadvantaged, (2) Cost 
Containment R&D, (3) Health Services to Children, (4) Develop- 
ment of Auxiliary ant1 Substitute Manpower, (5) Health Services 
Research Centers, (6) Technological Improvement in Health Services, 
and (7) Health Services Research Training. 

(1) IMPROVE.\IEST OF HEALTH SERVICES TO THE DISADVANTAGED 

A now method of delivering comprehensive health services that 
presents a simpler alternatire to the creation of complex neighborhood 
health centers will be demonstrated and evaluated under a grant in 
Pittsburgh. A small team consisting of a physician, public health 
nurse, office nurse, social worker and community health aide will bc 
the primary source of care services for 3,000 low income adults in a 
public housing project. A similar population in a contiguous housing 
project will serve as the control group. 

Another project is evaluating the utilization of an OEO-financed 
neighborhood health center and qf an RMP-financed multiphasic 
testing service by a largely black population living in a. ghetto area. 
The population has access to both types of service. It wll be possible 
to combine clinical data and information on acceptability of the 
services from people who use both services. Comparisons will then be 
made between this group and other individuals from the area who do 
not use either sewice, with respect to availability and receipt of health 
services? costs of delivering care actually received, costs of such services, 
and attitudes of individuals in the two groups about, their USC of and 
satisfaction with health services. 
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(2) COST COSTAINMENT R. & D. 

The most prevalent practice in hospital billing is to identify the 
individual services performed for patients and itemize these in billing 
and in negotiating reimbursements. Individual pricing of hospital 
services is a complex practice which is costly to sustain and keep 
responsive to the requirements of payers. 

An important project being carried out in Boston will ascertain the 
feasibi&y of using a general, or all-inclusive rate for reimbursing 
hospitals for patient care. Data will be collected from a number of 
representative hospitals in Massachusetts. This study will estimate 
the magnitude and types of potential cost savings associated with all- 
inclusive rates, as well as develop a patient classification scheme to be 
used with all-inclusive rates. Attempts will be made to determine 
acceptability of the inclusive rate to patients, providers of services, 
and payers. Changeover cost.s and obstacles to implementation 
(including statutory restrictions) will be examined. Based upon the 
successful outcome of the feasibility study, demonstrations will be 
initiated in several diverse communities across the comitry to further 
test the nen- methods. 

(3) HEALTH SERVICES TO CHILDREN 

The objective of a University of Colorado research program to in- 
crease health services to children is to develop a completely new type 
of child health professional (the “Pediatric Associate”) and to evaluate 
his effectiveness in providing increased health services to children and 
in alleviatin part of the present and future deficits of health man- 
power. The ! ediatric Assaciat,e will be qualified to provide diagnostic, 
preventative and therapeutic services to more t.han 80 percent of 
children presently bein, b w airen such services by pediatricians in their 
offices. The training of the Pediatric Associate will be completed in 
five years (from the time of gratluat.ion from high school until he is 
I'C'Rdy to go into practice) as con~pnr~tl to the ele\-en years now needed 
to fully t.rain 8 pediatrician. 

(4) DEVELOPJIEST OF AUXILIARY AND SUBSTITUTE MANPOWER 

General medical practice in rural American is suffering from severe 
shortages of physicians. There is a continuing migration of rural 
physlaans to specialty practice and urban areas, in part, because of 
the inordinate pressures placed on these men. In a.ddition, the average 
age of rural practitioners is much higher tha,n their urban counterparts. 

In an experimental program, (MEDEX), in rural Washington St’ate, 
former independent duty milit,ary medical corpsmen have been selected 
by rural physicians with the help of the University of Washingt,on 
medical school and the State Medical Associat,ion. These men have 
been retrained for t,heir new role in civilian health care, and are cur- 
rently working wiith their physicians on a one-year preceptorship. This 
project has far exceeded espect&ons. The physicians are delighted 
ant1 relieved to have badly needed help. The patients were quikk to 
recognize the skill and talent of these experienced young men, and t,he 
former corpsmen are pleased to find an outlet for the skills and training 
provided at public expense through the milit,a.ry. 1Iany stat.es have 



requested that Medes programs be established in their rural areas, and 
the American Academy of General Practice is now planning with 
HEW to extend the Medes concept in areas where physicians desire 
this kind of augmentation. 

(5) HEALTH SERVICES RESEARCH CENTERS 

The Health Services Research Center grant prqgram represents an 
effort to increase the amount of good research in this field and to assure 
that research findings are implemented in the actual delivery of care. 
Research Center grants provide support for lon 

dg 
-term programs of 

multidisciplinary research, development, and emonstration with 
fxwli~~.ti0n. _ ___-- ___-_. 

Each center is required to meet three conditions: (1) a major focus- 
either specific aspects of an operating health service program or the 
advancement of a particular technique of health services research; 
(2) direct access t,o a hea1t.h services delivery system in which research 
findings may be carried through necessary developmental and demon- 
stration stages; (3) agreement with providers of care to modify or 
create new forms of services in accord with the research results. Cen- 
ters are encoura.ged but not required to include research trnining as 
part of their activities. 

The activities of the seven active centers are summarized as follows: 
University of North Carolina 

This Center is evaluating alternative ways for providing optimum 
health services to all people of rural communities. Major research 
emphasis is on the problems of providing comprehensive programs of 
health care. This mill involve experimental moclifications of existing 
medical and dent.al practices at the community level. 
Harvard Center for Commztnity Health and Medical Care 

The focus of the Harvarcl Center is the improvement of techniques 
for evaluating health care programs. Appropriate measures for asses- 
sil;g the extent to which health activities achieve their objectives are 
bemg developed. Using these measures, private and public programs 
will be evaluated to determine their impact upon those who use the 
services, as well as their impact upon the total community. 
Kaiser Foundation Research Institute, Oakland, Ca@f. 

This Center iS developing a comput~erized medical data base and 
evaluating its impact upon the delivery of health services within a 
prepaid group practice medical and hospital care plan. It is assessing 
the contributions of this technological system t,o the quality and 
availability of care, while ana1yzin.g costs. Alternative uses of healt,h 
services personnel will also be studied. 
American Rehabilitation Foundation, Minneapolis, Minn. 

This Center is concentrating on health planning and uses previous 
studies of the planning process in which the Foundation has been 
involved. A current projec.t is examining national health services 
planning systems that have as their purpose improving the distribu- 
tion of physicians and hospitals. 
Northwestern University-American Hospital Association 

This Center, combining the data resources and hospital management 
expertise of the American Hospital Association and the research 
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capability of Northwestern University, is examining methods of im- 
proving the effectiveness of health care institutions-primarily hos- 
pitals. The general approach is to conduct innovative demonstrations 
and evaluate them within the member hospitals of the Northwestern 
Medical Center. Current activities include a computer simulation of 
intensive care units and a study of hospital capital investments. 
University of Calijornia-Los Angeles 

The Primary objective of this Center is the development of criteria 
to eva1uat.e health services and the use of these criteria in the evalua- 
tion and modification of health services delivery programs. Criteria will 
be developed to assess such factors as utilization, acceptance, satisfac- 
tion, and cost. Sit.es for implementing evaluation schemes include labor 
groups, government employees, and welfare recipients served by vari- 
ous systems of health care, such as a county hospital, a university 
hospital, and individual private practices. 
Kaiser Foundation Hospitals, Portland, Oreg. 

This Center, located within a group practice serving 115,000 
people, investigates how individual, family, organizational, and other 
factors influence the utilization of medical care services. Experimental 
projects a.ssess the cost and effectiveness of innovative methods of 
providing care, including their impact on utilization. Researchers from 
Portland State University, Reed College, the University of Victoria, 
and Oregon State are collaborating in this venture. 

(6) TECHSOLOGICAL IMPROVEMENTS IN HEALTH SERVICES 

The concept of equipping special areas such as intensive care units 
within a hospital to care for patient,s whose st.atus is considered eit,her 
critical or mlstable is gradually becoming accepted medical procedure. 
Such intensive care mlits have been established for patients with 
recent myocardial infarctions, patients recuperating from major sur- 
gery of various kinds, and for patients in shock due to trauma, burn, 
or other causes. To be effective, such a unit must be not only a con- 
centration of a specially trained medical and paramedical person but 
it must also provide some devices which aid these people in detecting 
the true physiologic state of the patient on a continuous basis and at 
the same time present information in a form which makes it available 
for optimal therapeutic decisions to be made. The system which is 
used at the Latter-Day Saints Hospital, Salt Lake City, for computer 
base monitoring of patients in an intensive care ward has been proven 
to meet t.he above object.ives. In 
permits automation of medical tas P 

articular, the computer system 
s in the area of surgical moni- 

toring, intensive care, heart catherization, electrocardiogram analysis, 
vital capacity measurement, coronary care, abnormal cardiac rhythm 
measurement and on-line statistical analysis. 

This is one of several contracts the purpose of which is to: (1) dem- 
onstrate the transferability of the patient monitoring system developecl 
at Salt Lake Ci.tr to additional medical institutions; (2) provide an 
expanded capability for the continuous monitoring of critically ill pa- 
tient,s at additional medical institutions in this country; (3) create a 
facility in which medical and paramedical persomlel can be trained 
in advanced techniques for the monitoring of critically ill patients; 

S. Rept. 91-lKIO--2 
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(4) provide additional sites wherein advancctl patient monitoring 
techniques can be demonstrated and in turn emulated; (5) provide a 
minimum basis of monitoring ca ,ability upon which additional im- 
prowments can be made as speci A c new techniques are develo ~tl fol 
patient surveillance; (6) provide a sufficiently large and versati e t com- 
puting faci1it.v such that it will be possible to extend the capabilities 
of automatioil to other areas of the administration of medical cart in 
hospitals. 

(7) HEALTH SERVICES RESEARCH TRbI;h;IXG 

The Training *Program in Medical Care Organizat,ion being sup- 
ported at the Umrersity of Michigan is concerned wit,h the study of the 
organizational arrangements through which medical care services are 
made available to the populat’ion. In the program of stL1d.v leading to 
the Ph. D. degree in medical care organization, these arrangements are 
studied from t,hree perspectives: as administrative SJ-~tenis, as eco- 
nomic systems and as sociological systrms. 

The study of the administrative a.spects of medical care organization 
is concerned \\-ith the types of services provided ~mcler such arran$e- 
ments as private medical practice, hospitals, group medical practlcc, 
public health agencies, public welfare medical care, voluntary health 
agencies; the distribution of health person+; the utilization of serv- 
ices by different categories of the population; and administrative 
solutions to problems in the rational coordination of serrices to meet 
nw or m~filled needs. 

The economic. aspects of medical care focus on pricing mechanisms 
in medical care, on factors affecting the cost of care, the determinants 
of s~~pply and demand for services and the analysis of various payment 
arrangements such as private payment, voluntary healt,h insurance 
and tax-based arrangements. 

The sociological aspects of health arrangements are studied by 
analyzing the relationship between t.he cultural and social elements 
of health organizations and t.he behavior of both patients and prac- 
Gtioners. 

Each student in the Program is required to concentrate in one of 
the theoretical fields relevant to the study of medical care organization 
and financing such as sociology, economics or public admmistration. 

COMPREHESSIVE HEALTH PLANNING AND SERVICES 

With the passage of Social Security Act of 1935, the Federal govern- 
ment undertook for the first time on a continuing basis a share of 
responsibility with the States in public health. For the next thirty 
years financial assistance was provided to the States through a series 
of formula grants. One was for general health support and eigjxt others 
were so-called categorical grants relatinp to particular diseases or to 
some ot.her defined segment of public health. The tendency during 
these years was to initiate a new Federal grant program to stimulate 
OS assist State and localities in coping with health needs on a problem- 
by-problem basis. 

With the enactment in 1966 of Public Law 89-749 and in 1967 of 
Public Law 90-174, the Partnership. for Health legislation, the concept 
of joint Federal-State responsibility for health, came of age. By 
providing for the first time, comprehensive planning assistance and 
by consolidating nine categorical programs mto a single bloc grant 
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which State Public Health and Mental Health authorities could use 
in accordance with their individual priorities for establishing and 
maintaining adequate public health and mental health services, the 
Congress encouraged State to initiate and follow throu-gh on fffork to 
peg health needs, set health goals, and start realistic achievement 
activities. 

The project grants for health services derclopment also originated 
in categorical grants. Section 314(e) of Public Law S9-i49 replaced a 
project grant authorization (in former section 31s of the Public 
HealthService Act) for new or improved out-of-hospital community 
health services as well as subsuming authorizations in annual appropn- 
ation acts for certain disease control and other continuing health support 
activities such as cancer control, mental retardation, neurorndiological 
health problems. The new 314(e) permitt’ed project grants for program 
support, development, and demonstration purposes not only for the 
former categories btit also for other areas such as deutd health, urban 
healtl?, narcotics and drug addiction, rural health services, family 
plannmg, and alcoholism. 

FUNDS AUTHORIZED, APPROPRIATED. AND OBLIGATED FOR SEC. 314 PURPOSES 

[In thousands of dollarsj 

4uthorized Approgrbted Obligated 

314(a): 
1967 ____ _____.._____.________ ___.___...._ __...____.___ 
1963 ____.______._..__._.______ _ _________.____....... ___ 
1969 _______._..___. __...._..__...__.....____ _ .__._.... 
1970.... _______ _ ___._.___....__.__._._.__..____---....- 

314(b): 

;:g ____....__..._._ 
4,800 

17.375 7,356 
8.175 ____._..______._ 

1967-q _____._._________...._________.____.._...._..._._ 5.000 
1968... __._________..._____-----....--.-....---.-.....- 7.500 

.__...._.. i:joci . . . ..__..--. j.dji 

1969 ____________. . ..__...____._.__........__._..__..__ 7.000 6: 983 
1970 ______ __.__________...___._____ ___..._.___._.___-- 7.700 __.____......_-. 

314(c): 
1967 ___.___..____._.... _ ___.____._..._..._......_.._.- _ 1,500 1.500 ______.......... 
1968 ____________ _ ._.._.__.____.....__.._.._..__....._.- 
1969 ___________._.____.._._._____________..__._....-... % 

7: 500 
:::5” 

1,738 
3,656 

1970 __.... _ ____._._________.._._.._________.__._....... 
314(d): 

:.iz _____..__..___._ 
1967 ____ ______ _. _.__..__......._ _...____ __.._..__....___.... .._. io.ooo- 52.250 ._..__.._....... 
1968-v. _ _. ______ ._.__. .___._ _ _ _ _ _. ._. ._. . __ ._ __ ._ ._ .-. 

90: 000 
60.250 

1969... ..____.. _ ._..____._. .___ ___. . . .._._.__.__._ %.032 2 % 
1970.... _ _ __ __ _. . __ _. . . _. _-._ __ _. _. _._. ._ . . . . . . _. . . .- 100,000 !0~.wo _____.....__ :... 

314(e): 
1967 ___._. _ __________________._~.~.......~~..~~~. .._...--._....- 90.0.- 
1968 ___._..__.______ _ ____.___._______.__.--.---.-...... 

95: 000 

SMO .._.______ si.iii 
62.500 

1969.e.. _. .___ _____ __. ____. ._. ____ _ _ __ _._. . _. _ XC90 77: 077 
1970 _____..___.___._______ _ -.__.. _________.___....--- _ 80,000 8l,wo _.___._...__---. 

1 Budget authority reduced by $250,0&C-transferred to 314(e) for rubella immunizztion sup:‘e.JXltat. 

(1) COMPREHENSIVE HEALTH PLASNIXG (314 (n) ASD (b)) 

The first State Comprehensive Health Planning .grant (tq I!lin@s) 
was approved July 1967 and by July 196s all 56 ehpible junsdlctlons 
had been approved for formula grant assistance although one State 
(Sevada) has dropped out of the program temporaril.~. 

State CHP agencies are in varying states of dcwlopment but in 
general they have movctl. through the organizational stages into 
substantive planning. CHP agcncics nre demonstrating their effcctive- 
ncss in attacking inadequnte health cnre and eliminating duplication 
of resources including facilities and mnnpo\i-cr. 

For example, some State planning ngencirs have been instrumrnt,al 
in improving licensing requirements. Anothrr was instrumetnl in 
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transforming categorical care programs for mentally ill, mentally 
retarded, and inebriate pat.ients into multi-purpose regional centers. 
One recommended consolidation of State agency functions relating 
to health facilities to eliminate overlap and unnecessary duplication. 
Another recommended discontinuance of special hospitals for tubcr- 
culosis patients, which may. have an impact on the utilization of 
outmoded tuberculosis hoslntals or the merging of some hospit,als. 
Another prepared a universal health insurance proposal for the 
Governor ~110, in turn, srtbmittccl it to the State Legislature. Another 
asscsscd areas of need for ambulance services. One conducted a back- 
ground study leading to t,he State’s adoption of t.hc madicaid program 

Others have helped improve professional training resources. And 
still ot,hers have moved toward filling gaps in environmental health 
prot&ion. As a service to the official clearing house (of which it is a 
part) one was designated the official reviewmg agency for all health 
aspects of construction and planning grants, in accordance with BOB 
Circular d-95. 

The first appropriation for areawide comprehensive health planning 
was made by the Congress in November, 1967. A total of 113 areawide 
comprchensire health planning agencies are now receiving Federal 
support. At the end of the third funding period, approsimately 
April 1, 1970, there were 13 areas receiving grants to conduct areawicle 
comprehensive health planning; that is, they had completed their 
organizational period. The population in these areas is approximately 
16 million, or 8 percent of the national population. At the encl of 
fiscal 1970, there will be 36 areas receiving such planning grants, with 
a total population slightly over 31 million, or about 15 percent of the 
national population. By the end of fiscal 1971, there will be over 95 
agencies conducting areawide comprehensive health planning, covering 
areas with over half the national population. 

It should be noted that many areawide comprehensive health 
planning agencies still supported by grants for organizational purposes 
conduct some planning activities in response to community demand 
or opportunity. 

Although only a few arcan-icle agencies are as yet conducting full 
planning programs, many have influenced area act,ions. Some of these 
influences are expressed through the arean-ide pla.nning agencies’ 
developing health planning components of Model Cities plans. 
Another IS expressed by the agency’s arranging langwge training for 
health professionals serving Spanish-speaking poor. 111 some instances, 
areawide CHP agencies have recommended a moratorium on hospital 
building or expansion until needs can be clearly determined. There 
have even been instances in which areawide CHP agencies have 
brought about, mergers of formerly separate hospitrrls. In most States 
and communities there is an interest in the program and growing 
belief in its potential to improve the effectiveness and economy of the 
organization and delivery of health services. 

(2) PROJECT GRANTS FOR TRAINING, STUDIES, AND DEMOXSTRATIONS 
(314(c)) 

The first appropriation for grants to public and non-profit organi- 
zations for training, studies, and demonstrations to improve com- 
prehensive health planning was not available until late in Fiscal Year 
1967. Under this program a total of 39 grants to public and non-profit 



13 

organizations curremly are providing long-term graduate training to 
over 200 students, continuing education for over 500 professional per- 
sons, and consumer education renching over 700 persons. Two more 
graduate programs are in a developing stage. 

The long-term academic programs 3re geared to equipping students 
who are new to t,he field with the principles and concepts used by 
State and areawide comprehensive henlth planning 3gencics so they 
will be able to operate effectively in this field. 

Continuing education programs are aimed at “retreading” individ- 
uals already involved with health plamring to increase their knowledge 
and skills in the concepts and techniques of comprehensive health 
planning. 

Consumer training has been directed principally tow-ard orienting 
the nonprofessional person in order that he may participate more 
effectively in the comprehensive healt,h planning process. 

Eight studies and demonstrat.ions 3re also being supported to 
develop new tools and techniques for use by State and areawide 
comprehensive health planning agencies. 

(3) FORMULA GRANTSFORCOJIPREHENSIVEPUBLICHEALTH 
SERVICES (314 (d)) 

For over thirty yea,rs the Federal government provided financial 
assistance in health matters to the States through a series of formula 
grants. One was a genera.1 health gra.nt snd eight others lvere so-called 
categorica. gra.nts relating to a pnrticular disense or to some other 
rather limited segment of public health. With the em~ctment, in 1966, 
of PL 89-749 the nine categorical formula grants lvere consolidated 
into a single block formula grant in order to permit t’he St.ates greater 
flexibility in using the Federal assistance to meet their own health 
needs, goals and priorities. 

State and Federal funds, as reported in the St,ate Plans, support 
such programs and services as chronic disease control, communicable 
disease control (including tuberculosis and venereal discuse), dental 
health, environmental health (including food 3nd drug protection, 
occupational or industrial health, radrological he3lth, nnd sanitary 
engineering), laboratories, licensure and improvement of standards, 
heart disease, home health, and mentnl health (including nlcoholism 
and various community health services). Encouraging changes in 
regard to the use of formula grants are being noted. Whrle many States 
are continuing to support categorical grant programs at the same or 
increased levels, some States are also becoming increasingly concerned 
with systems and health service delivery methods. Thev nre directing 
programs and services toward such “high risk groups” 3s the poor 
instead of following stereotyped disense category lines. 

Other significant differences are emerging in 1970 plans. States are 
addressing themselves to individu31 priorities. Vermont nnd New 
York, for example, place major emphnsis on the espansion of home 
heaM services. West Virginia gives high priorities to systematic 
State-wide expansion of services related to family plamnng, environ- 
ment31 health, and dent31 health. Xew Mexico reflects some redirec- 
tion toward suicide prevention and drug abuse, 3s \vell as a broad 
effort to develop, promote, and integrate mental hea1t.h services. 
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Increasingly States are distributing more funds to local health juris- 
dictions. It is evident from FT 1970 State Plans that almost 311 
Sta t,es have der.eloped methods and techniques for channeling 
funds to 10~31 communities. A good many States have developed 
formula grant mechanisms to facilitate the distribution of both 
Federal and St.ate funds to these communities. In some cases St,ates 
distribute funds on a project by project basis. There are a few in- 
stances in which both techniques are employed. States are also bc- 
coming more involved in the provision of technical assistance and 
consultation to the urban areas within their boundaries. 

(4) PROJECT GRAXTS FOR HEALTH SERVICES DEVELOPMENT (314(e)) 

The Project Grants for Health Services dcl-elopment also evolved 
from categorical grant origin. Section 314(e) of Public Law 89-749 
replaced project grant authorizations of Section 318 of the PHS Act 
(for new or improved out-of-hospital community health services) ‘as 
well as authorizat.ions in annual appropriation acts for certain disease 
control and other c0ntinuin.g health support activities (e.g. cancer, 
mental retardation, neurological and sensory diseases, venereal disease, 
tuberculosis, dental health, urban health programs). 

Many of the categorical 314(e) project grants are continuing, but 
the trend is toward bringing them into a larger framework of the 
or anization and delivery of health services. 

% ‘on-categorical projects support comprehensive health service pro- 
grams or components thereof. A variety of different models are being 
encouraged with respect to orient.ation, operation, and funding of com- 
prehensive health services programs. However, focus is on programs 
which assure accessible ambulatory care! which incorporate sound pre- 
ventive health measures, which are predicated on total family care and 
which are designed to insure continuity of care. It is under this autbor- 
ity that HEW is absorbing responsibility for the “mature” neighbor- 
hood health centers transferred from the Office of Economic 
Op ortunity. 

1 s of May 31! 1970, 318 categorical service projects, 50 comprehen- 
sive programs m&ding 24 comprehensive health centers (and 26 
developmental and component projects) were being supported. 

HEALTH SURVEYS AND STATISTICS 

The National Center for Health Statistics was organized in August, 
1960, upon the recommendation of the Surgeon General’s Study.Chup 
on Mission and Organization of the Public Health Service. The legislative 
authority for the Center’s operations is provided by Title II,I, Part A, 
Sections 301, 305; Part B, Sections 311(b), 312, 313, and 315. 

Althou h the Center was formed in 1960, some of its activities 
develope much earlier. Deaths were enumerated for the first time in f 
the Census of 1850. From 1850 to 1901 there were a variety of laws 
governing the periodic reporting of vital statistics to the U.S. Census 
Office. The Permanent Census Office Act of 1902 provided, in part, 
that i 

There shall be a collection of the statistics of the births 
and deaths in registration areas for the year 1902 and an- 
nually thereafter, the data for which shall be obtained only 
from and restricted to such registration records of such States 
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and municipalities as in the discret,ion of t,he Director possess 
records affording satisfactory data in necessary detail. * * * 

The Public Health Service Act of 1902 amended and reenacted the 
act establishing the Public Health Service. Section $ of that Act 
provided : 

To secure uniformity in the registration of mortality, 
morbidity, and vit,al statistics, it shall be the duty of the 
Surgeon General * * * to prepare and distribute suitable 
and necessary forms for the collection and compilation of 
sukh statistics and such statistics * * * shall be compiled 
and published by the Public Health and Marine Hospital 
Service. * * * 

This section has remained in each compilation and revision of the 
Public Health Service Act since 1902. The Vital Statistics Division of 
the Bureau of the Census was transferred to t,he Federal Security 
Administration by Reorganization Plan No. 2 of 1946 and renamed 
the National Office of Vital Statistics. 

In 1955 the Department of Health, Education, and Welfare pro- 
posed a plan under which the Surgeon General of the Public Health 
Service would be authorized to conduct a continuing survey of ilhress 
and disability in the Nation, -4 recommendation t,hat Congress enact 
such legislation was included in the President’s legislat,ive program on 
health matters. Bills incorporating the proposals were introduced in 
both the Senate and House of Represent,atives in February 1956, and 
after hearing testimony on the needs of improved health statrstics, 
Congress passed the National Health Survey Act (Public Law 652, 
S4th Congress). The bill was signed by t,he President on July 3, 1956, 
and later m the same month funds were appropriated for the first fiscal 
year of operation of the National Health Survey. 

A recommendation of the Study Grou I on Mission and Organization 
of the Public Health Service in 1960 resu 1 ted in the relocat.ion of several 
statistical functions of the Service within the newly created National 
Center for Health Statistics. This new organization was initially com- 
posed of the National Office of Vital Statistics and the National Health 
Survey thereby bringing together the major components of the Pubhc 
Health Service competence m the measurement of health status of the 
Nation and the identification of significant associations between char- 
acteristics of the population and health related problems. 

NATIONAL CENTER FOR HEALTH STATISTICS 

[Dollars in thousandsj 

Funds Funds Funds 
authorized appropriated obligated 

1962.-... ______ ___-_ ______-_.____.. _ --___ _ ----- __ -.----.----...- 4,642 4.642 
1963 __-_ __________-_ ___.__ _ -____ _ _---- _ __------ _ -_------------.- 5,149 5,150 xi 
1964.-... ____ ____-_ _______ _ -_____----- ___ -~~~~~~~~~~~~ _---_ ----- 
1965.... _-_______-- _ .___ ___ -.__ _._---__-_ --------------------- _- 

2;; 

7: 230 
t ii: 
7: 230 

g;;; 

1966-.............. _________ _ _________ __ ______________ _--__---_- s:945 
1967... ________ ____ ______________ _ ____ ____ ______.____-_--_ __ -.-- 9,312 9,312 
1968.... _______ __ ________________ _ ____ __ __.____-_____ ___-__ ---. _ a. 317 8.317 7 ii;: 
1969 _____ ______ ______ __ ____ _____ ______ __ _____ _____ ______-_. _._.- 8,225 8,230 8: 126 
1970-... -________ _-_ _______. _ ____---.-. _ ___.--- __ ----- _---_ ..--- 19.365 8,841 1 29,975 

1 Includes $524,000 increase for pay costs. 
1 Estimated. 
Note: Reimbursements are excluded from this table. 
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Since the Sational Center for Health Statistics was organized in 
1960 it has provided health data to serve needs of all segments and 
levels of the health professions, both public and private. The principal 
form of output has been some 300 publications, although apprqsi- 
mately SO requests are received each day for unpublished mformatlon 
or tabulations. These data are used in colmection with proposed 
federal or state legislation, hearings of commit,tees and commissions, 
planning of federal and state hea1t.h programs, and assessment of 
program progress; they are used as bnseline data for research programs 
in government and universities, and in teaching in the health sciences; 
they are emploved in the production of intercensal population estl- 
mates and projections, in the production of nationa. and state life 
tables, and for other demographic npplicat,ions relat,ed to the rate of 
growth and characteristics of the population; and they are used 
widely by private industries engaged m msurance, health care services, 
and production of appliances and medications. 

The Kationnl Center for Health Statistics develops and opcratcs 
cont,inrdng statistical systems for the collection, analysis and dissemi- 
nation of various classes of health data. 

The vital statistics system has annually produced the national and 
st,ate volumes of data on births, deaths, marriages, and divorces. In 
adclition, this program has produced the annual life tables for the 
United Stares and 35 analytical reports on subjects such as infant 
mortality, suicides, homicides, illegitimacy, fertility, ancl pre-natal 
care. Each Fear about 30,000 people arc informed as to how to receive 
birth or death information on their kin, and 4,000 handbooks on vital 
registration are distributed to physicians and hospitals. 

The Health Interview Survey has produced 60 analytical reports 
with a distribution of 6,600 to l?,.OOO copies each. The subjects m&me 
illnesses, injuries, chrome disablhty, work and school loss, and use of 
medical and dental services. Data on hospitalization, health insurance 
coverage, and health expenditures were used extensively in connection 
with Medicare legislation and also in committee hearings on the 
Economics of Agmg. 

The Health Examination Survey has distributed 40 reports and 
large volumes of specialized clinical data based upon examinations 
of samples of the population. This program uniquely produces national 
population norms for a wide range of physical and physiological find- 
ings related to diseases and sensory disorders. It also detects the level 
of diseases and abnormalities which had not been previously diagnosed, 
thus leading to an assessment of the needs for health care. Such data 
are in demand for the planning of health care programs and of resources 
to meet health needs. The examination program is nom producing 
information on growth, development, and psychological attributes of 
children, and is testing methods for conducting a continuous assess- 
ment of the nutritional status of the population, particularly among 
the poor. 

The Health Resources Surveys produce statistics on the numbers 
and characteristics of health care facilities, their employees, and 
their patients! including a continuing survey of the utihzatlon of 
in-hospital services. It also furnishes information on t,he amount and 
distribution of health and medical manpower. During the ast six 
months this program has organized and is operating a nationa P s stem 
for uniform reporting of services provided m family planning c inics. tv 
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The project is still incomplete, but the objective is to measure progress 
in reachilfg. the goal of prov-lding such services to all those in need. 

In addition to directing the statistical systems noted above, the 
Kational Center for Health Statistics carries on a program of research 
in statistical methodolog- and survey techniques. Thirty-six method- 
ological reports have been produced. During the past ten years the 
staff has responded to about, 200 requests for technical assist,ance on 
research design, survey methods, or establishment of data systems. 

An Applied Statistics Training Institute offers one- to two-week 
courses- in methodology, computer applications, data uses in health 
program planning, and other practical subjects. In 1969 there were 270 
students from 46 state offices, two territories, and 7 Federal agencies. 

The Center has developed an international re utation for compe- 
tence in health stati&cs. About 1800 individua s and organizations P 
in.other countries receive the publications. The Center staff represent 
the United States in negotiations on international classifcatlons of 
disease, and serve as WHO consultants and committee members. The 
staff provides project direction for 16 health research programs in 
foreign countries under t.he provisions of Public Law 480. With finan- 
cial support from the Agency for Internat,ional Development, the 
National Center for Hea.lth St,atistics each year provides training in 
health and demographic statistics for 10 to 16 students from clevelop- 
ing countries. 

COMMITTEE FACTIONS AND COMMITTEE VIEWS 

OVERVIEW 

The Committee in reporting favorably on S. 3355 gave careful con- 
sideration and a.ttent,ion to [he Administration’s roposnls for t,he ex- 
tension and transformation of t.he Regional Medica 7 Programs, Compre- 
hensive Health Planning, and Health Services Research and Develop- 
ment. Essent,ially, the Administration’s proposal (S. 3443) would have 
prematurely blurred the related, yet different, purposes of these 
developing programs. It xl-ould have merged the Regional Medical 
Programs with the other tx-o! both of which are in far earlier stages of 
development. It would hnT-e diluted t.he effectiveness of t.he RMP 
Xntional Advisory Council, which has been an essential instrument 
for national policy development and quaIity control. 

While it is essential that the relationships among these three pro- 
grams be clarified (not blurred) such t.hat, they can productively affect 
one another, that clarification should not be legislatively mandated 
at this stage in their development. The substantive complesities of 
bringing greater rationalit- to this country’s health care industry 
demands that we eschelr- superficially appealing “simple solutions”. 

The Committee’s Bill, S. 3355, would estend these programs for 
an additional five years, thereby giving them an opportumty. to gain 
greater mnt,urity. Import.antly, the bill contains provisions (dlscusscd 
below) which would substantively enhance the capacity and the 
capability of those who administer and implement these programs- 
both here in Washington and across the country. The Committee 
int,ends that this a.clditional time for development and increased 
administrative and program capacity will bring into sharp focus the 

S. Rept. 91-1090-3 



1S 

specific ways in which these efforts can be better related, including 
any necessary legislative modifications. 

TITLE I 

Title I of t,he bill would extend and improve the authority for the 
Regional Medical Programs. Specifically, it would: 

1. Explicitly authorize contract authority. As part of a generally 
broadened scope for Regional Medical Programs, the committee feels 
that it is appropriate t,hat explicit cont,ract as well as grant authorit- 
be made available to the Regional Medical Programs. This will be 
especiallr useful in such areas as the training of specific types of man- 
power &ch meet’ the national needs of Regional Medical Programs, 
incIuding cont.inuing education specialists and medical education 
evaluators. Contract authority would provide an alternative to train- 
ing that is specifically carried on by or through individual Regional 
Medical Programs, and allow for other short-term developmental work 
in such areas as medical records systems. 

2. Broaden the categorical purview of the RMP to include kidney 
disease and other major diseases and conditions. 

In broadening the disease focus of Regional lMedica1 Programs, Ihe 
committee feels that the program should move-as they are already 
showing a tendency to do-beyond the categorical limitations of heart 
disease, cancer and stroke. By broadening the scope of the program, 
the individual Regional Medical Programs will have a wider range of 
options to deal with those diseases and conditions most urgent in their 
area and for which they often have ready capability. A broadened 
program authority would allow the mechanism of regional cooperative 
arrangements to be used to more comprehensive advantage. 

The specific inclusion of kiclney disease in Regional Medical Pro- 
grams reflects growing concern over the national status of this major 
chronic disease. Xearly 8 million persons in the United States are 
afflicted with kidney disease, of which a.bout 60,000 progress to a 
terminal disease condition a,nd death each year if life-sustaining 
treatment is not available. Diseases of the urinary tract rank fourth 
among causes of death from chronic disease. Eidney disease also tends 
to strike in the middle, most productive years of life, compared to 
other chronic diseases. 

The new focus on kidney disease proposes to accelerate improve- 
ment in the state of the art within the context of the esisting regional 
planning and operations of Regional Medical Programs. The broadened 
program authority will promote testing and evaluating methods for 
prevention and control at the community level, and support the or- 
ganization of kidney disease programs on an interregional basis across 
the Nation. These grants will be especially useful in terms of ‘stepping- 
up the end-stage kidney disease program as it moves mto the realm of 
kidney transplantation. 

In order to provide a specific focus to kidney disease, the proposed 
legislation specifies that a maximum of $15 million of t.he amount ap- 
propriated in fiscal year 1971 be available for kidney disease activities. 
It also specifies that the National Advisory Council on Regional Medi- 
cal Programs shall include membership outstanding in the study or 
care of kidney disease. 

Alcohol abuse, alcoholism, drug addiction and drug abuse consti- 
tute one of the most serious health concerns in the Nation today. 
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For example, there are over 9 million alcoholics in the United States. 
One of every three arrests in America is for simple public intoxication. 
It has been estimated that as many as 50 million people may be 
affected by excessive use of alcohol. The human waste caused by 
alcohol abuse is tragic and unacceptable; the economic waste attribu- 
table to it has been estimated at $7 billion a year. An adequate 
response to problems of this magnitude requires a massive Federal 
approach. Alcoholism and drug dependence are problems of our 
entire society. It will take a major effort to make significant progress 
in controlling them. The Regional ,%Iedical Program mechanism, with 
its broadened authority, can and should make a significant con- 
tribution to the alleviation of these diseases. It establishes a framework 
Jtithin which, for the first time, a public-private partnership of health 
professionals and interested laymen can effectively utilize health and 
rehabilitation resources to bring these problems under control. The 
Committee expects that each Regional XIedical Program n-ill begin to 
grapple with these major diseases in a -way which is commensurate 
with the enormity of the toll they exact, from our society. 

3. Authorize prevention and rehabilitation (including home health 
care) activities. 

The bill makes explicit that prcrention and rehabilitation, including 
home health care, as well as diagnosis and treatment of heart dis!ase, 
cancer, stroke, kidney disease and other major diseases and condltlons, 
are clearly wthin the scope of the program. Although the legislative 
history makes it clear that prevent,ion and rehabilitation are mcluded 
within the original scope of Regional 1Iedical Programs, it seems 
appropriate to include these expressly in the statutor!- language, 
particularly in view of the increasingly important role of prevention, 
not only m&h respect to the categorical diseases, but health in general, 
and the need for a stronger role for home health care. 

4. Enable the RMPs to emphasize primary care activities as well as 
additional regionalization efforts. 

The Committee recognizes the role of Regional 14edical Programs 
in fostering linkages among health care institutions and providers so 
as to strengthen and improve primary care, and emphasizes the need 
for improved relationships between specialized and primary care.. It 
also places increased emphasis on the need for increasing the capa+,y 
as well as the quality of the Nation’s health manpower and facilities, 
and on improving health services for persons residing in areas with 
limited health services. 

5. Authorize funding levels which are modest when compared with 
the enormity of a national effort of this kind. The bill authorizes: 
$150,000,000 for fiscal year 1971; $200,000,000 for fiscal year 1972; 
$250,000,000 for fiscal year 1973; $250,000,000 for fiscal -ear 1974; 
$250,000,000 for fiscal year 1975. 

6. Enable the RMPs to involve themselves in actitiities dealing 
with the organization and delivery of health care. 

Federal health programs have emphasized heavily the financing of 
health services, but have not paid sufficient attention to the may in 
which those services are organized and delivered. The need to act to 
create improved systems of health care at the local level is essential, 
since the present patchwork system is clearly inefficiept., is pyshing 
costs higher, does not provide.care for all who need it, and 1s not 
rospondmg fast enough to meet the urgent need for change. 



Regional Slcdical Programs, among others, are already engaged in 
import:uit related aspects of 1~13nning and derelopmcnt, m this 
substantive aren, growing out of its categorical efforts. It is essential 
that the gzlins made to date ?J- the Regional aledic31 Programs in the 
area of organization and d&\-cry of health care should be conscrvcd, 
support,cd, 3nd enhanced, both because what they 113~~ done in many 
cnscs is to 13~: the nccess3ry gronndxork for health ewe system build- 
ing and bec3usc tl1c.y have captured the imagination, enthusiasm and 
cooperation of 3 wlclely \-arying group of providers and consumers 
across the country. r\‘o other federally supported health program hns, 
3s yet,, ac.complished that, and the Committee intends thnt that 
accomplishment not be diluted or clistorted. 

The Commit.tee has th:Is xovided the opportunit.v, at the option 
of the applici~nt, for Region3 i Medic31 Programs to eng.3ge in devclop- 
ing and demoustr3ting systems for organizing and dchrering medic31 
CXC. Recognizing thnt thcrc are no simple solutions to the problem 
of how to bring about improved hcnlth cnre q-stems, it is appnrent 
th3t Region31 Medic31 Programs 1~3~ an important contribution to 
make in examining the jvidc \-nrietr of potential apl~ro3ches. 

7. Authorize new construction. -The bill prorides for new con- 
struction of facilities for demonstrationg, research nnd training when 
necess:wv to carry out Regional 1ledlcal Pro.gxxms. The need for 
construc”tion funds is gencrall>- limitecl to specific tvpes of facilities. 
These include continuing education and training spnce, particulurl- 
in community hospitals, and involve in some crises the upgrading 
3nd espnmion of laboratory facilities to be used in trnining par3- 
medic31 personnel. 

8. Strengthen the dereloping relat,ionships with the Comprehensirc 
Health Plnnning Program. 

The relationships bet\\-ecn Region31 Medical Progr3ms and Com- 
prehensive Health Pl31111~ng agencies have been quite varied 3cross 
the Nnt.ion. In some cases, there has been close cooperation, involving 

-orerlnpping membership on advisory councils, joint planning and 
data collection efforts nnd common definition of subregional areas. 
In others, there 113s been little or no contnct. Unfortunately, in yet 
-others the relationship has been counter-productive. 

The committee encourages the development of a close working 
relationship between these programs, especially at the regional and 
local levels. The programs need to complement and support one 
another as they work with the health institutions and consumers in 
their area. To further promote such cooperation and coordination, the 
bill provides for representation on the Regional Aclvisory.Groups of 
official health and planning agencies. At the same time It provides 
within the Comprehensive Health Planning authority for representa- 
tion of Regional Medical Programs on the .State Health Planning 
.Councils, and on the Areawide Health Planning Cow~cils ivhich are 
to be established. 

The bill also proI-ides that before a Regional Advisory Group may 
recommend approval of an operational grant, the opportunity must 
be provided. for consideration of the application by the appropriate 
Areawide 314(b) Comprehensi\-e Health Planning Agency. This is 
designed to ensure greater coordinat,ion of health planning and pro- 
graming efforts at the local level and adherence to community estab- 
lished priorities. 
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9. Broaden the scope of both the Regional Advisory Groups and 
the National Advisory Council on RMPs. 

In addition to providing representation on Regional Advisory 
Groups to officia.1 health and health planning agcncics, the bill re- 
quires that where there are hospitals or other medical facilities of the 
Veterans’ Administration within the geographic area of a Regional 
14edical Program, a representative of these facilities be included on 
that program’s Regional Advisory Group, as an ex officio member. 

V.A. representation in Regional 14edlcal Programs n-oulcl insure 
that their treatment procedures would be up to date with modern 
developments and techniques. Likewise new techniques developed in 
the V.A. system could be immediately brought to the attention of 
the community. The RMP-sponsored continuing education programs 
in the. treatment and revention of diseases could have a highly 
beneficial impact on all K ospitals, particularly those V.A. hospitals in 
remote areas. B4any of the university-affiliated V.A. hospitals could 
in turn make outstanding contributions to development of these 
educational programs. In the critical disease areas of t,he regional 
medical programs, treatment facilities and procedures are highly 
specialized and extremely costly and normally are not operated 100% 
of the time. A great opportunity exists for sharing or joint plamnng in 
the establishment of such facilities. 

The bill also seeks to increase the community-based input into 
Regional Medical Programs decision-making, by calling for public 
members on the Regional Advisory Group familiar with the need for 
and financing of the services provided under the program, and for 
adequate community orientation. 

Requirements with respect to the I’rTational Advisory Council on 
Regional 14edical Programs, which under title IX of the Public Health 
Service Act must make recommendations to the Secretary on program 
policy and grant application, would be modified. The bill requires 
that one member of t.he Council be outst,anding in the study or care 
of kidney disease, to match a similar requirement for heart disease, 
cancer and stroke; that it include leaders in the field of health care 
administration as well as in the fundamental and medical sciences; 
and that at least three of its sixteen members shall be members of 
the public. 

Such representat,ion should provide better communication with those 
who are advising on Regional Mcdicnl Programs, and con tribute effec- 
tively to an improved use of the xation’s resources. 

10. Broaden the scope of the multiprogram services which RMPs 
can provide. 

Regional Medical Program auth0rit.y to make contracts with public 
or private nonprofit agencies, institutions or organizations for the con- 
duct of cooperative clinical field trials and demonstrations relating to 
the development of improved methods for control of heart disease, 
cancer! st,roke, kidney disease, and other major diseases and condr- 
tions, IS general (as authorized under Section 301 of,the Public Health 
Service Act) rather than specific. Because of opportunities for support 
of these and training activities meeting national demands for certain 
types of health manpo\r-er, the Committee would prefer to have grant 
and contract authority specifically included within t’itle IX of the 
Public Health Service Act. 
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This would also continue authorization for those intcrregional sup- 
port activities of use to two or more Regional Medical Programs. This 
might include interregional support for such activities as communicn- 
tions networks, data collection systems, and training’ and evaluation 
efforts. 

TITLE II 

Title II of the bill would extend and improve the authority for the 
National Center for Health Services Research and Development, the 
National Center for Health Statistics, and the Comprehensive Health 
Planning and Services Program. Title II would also permit, in ap- 
propriate and limited circumstances, the joint administration of the 
programs authorized in S. 3355, as well as require the Secretary of 
HEW to report annually to the Congress on the effectiveness of those 
programs. 
Specifically, it would: 

1. Require the Secretary of HEW to design and analyze alternative 
unil-ersal health care plans for the United States. 

The purpose of new subsection (b) of Section 304 of the Public 
Health Service Act is to provide the Congress with information on 
alternntir-e means of improving health care in the United States. At 
present, the country has a health care industry which cost,s the 
economy more than $60 billion a year, but which yet is not capable of 
delivering adequate health t,o every American. The Committee expects 
the systems analysis authorized in this new subsect’ion to produce 
comprehensive national health care plans which could serve as viable 
alternatives to the present inefficient and ineffective non-system of 
health care. 

The Secretary, under the provisions of new subsection (b) (1) (A) 
would be espected to develop criteria as to the level of health services 
needed to provide adequate health care and then develop alternative 
national health care plans to meet those criteria. 

Each alternative plan which the Secretary develops would be keyed 
to a different financing mechanism for the payment of health care 
services. 

Financing mechanisms which could serve as the basis of alternative 
plnns should include the following: 

a payroll deduction and general revenue plan, such as outlined 
in Senator Javits’ bill, S. 3711; 

a tas credit plan, such as outlined in Senator Fannin’s bill, 
s. 2705; 

a Federal payment of private health insurance premiums plan 
such as suggested by the Aetna Insurance Company; 

and a plan for a regional mix of financing proposals tp utilize a 
different financing approach in various regions of the country. 

Each plan should describe the changes in methods of health delivery, 
in health administration, and increases in health manpower and 
numbers of healt,h facilities, which would be required if .a particular 
financing plan was to be implemented. U on completion of the 
alternative national health care plans, the 8 ecretary would submit 
them to the Congress in the terms described in subsection (b) (1) (B). 
The Committee expects the legislative and administrat,ive changes 
required by each plan to be prepared as if each plan was to be imple- 
mented. 
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The Secretary is authorized to utilize whatever personnel is neces- 
sary to implement his system analysis. It is expected that the Secretary 
would designate a study task force consisting of Federal personnel from 
concerned agencies, outside medical personnel, lawyers and economists. 

The National Center for Health Services Research and Develop- 
ment would be expected to serve as the lead agency for the task force. 

Mew subsection (b) (2) (A) q re uires the Secretary to report to 
Congress as to cost and to the degree of health coverage which would 
be afforded to the population if various national health insurance 
propos& introduced in the 91st Congress were enacted. It is expected 
that the Secretary’s evaluation of these proposals will be less com- 
prehensive than the systems study authorized and will be in the form 
of an Executive Branch report on legislative proposals. The Com- 
mittee believes that it is necessary to know the Executive Branch’s 
evaluation .of existing universal health care proposals at an earlier 
date that the date for the completion of the systems study in order 
that the Congress will not be excessively delayed in its deliberations 
on similar health measures in the coming session. 

2. Authorize funds necessary to carry out the purposes of section 
304:$84,000,000 for fiscal year 1971;$85,000,000 for fiscal year 1972; 
$94,000,000 for fiscal year 1973; $110,000,000 for fiscal year 1974; 
6130,000,000 for fiscal year 1975. 

3. Authorize projects dealing with research, experiments, and 
demonstrations into the combina.tion on coordinat,ion of health care 
delivery systems. 

The Administration recommended that the Congress adopt a pro- 
posal reenact,ing the programs extended in the committee bill in a 
single title of t.he Public Health Service Act, putt,ing them under the 
jurisdiction of a single advisory com~cil, and otherwise creating at 
least an appearance that the separate programs mere t,o be considered 
legally merged or administrat,ively combined. The Committee rejects 
that notion. The Committee feels strongly that each of t,hese programs 
has a particular contribution to make and t,hat any combination of 
them which might result in the submergence of the particular ad- 
vantages of one in favor of those of another is unwise at a time when 
t,hese relatively new enterprises are just beginning to realize some of 
the expectations which led to their original establishment as distinct 
entities. 

Yet short of the subsuming of one program by another, the com- 
mittee is convinced of the wisdom of further studies and demonstra- 
tions as to how these activities may be more effectirely brought 
together and coordinated, especially at the local lcwls n-here health 
manpower and ot.her specialized health resources are scarce and the 
premium on their optimum utilization correspondingly high. The Com- 
mit t,ee therefore ha,s provided a specific authorization under section 
304 of the bill, as a.mencled, for research, esperiments and demonstra- 
tions dealing with the combination or coordination of public, private, 
or mised health services delivery met.hods or systems at various 
jurisdictional and governmental levels. 

The committee believes these and other types of projects can serve 
not only to improve health services delivery at the non-Federal level, 
but also. to give the Administration and the Congress a bet tcr undcr- 
staucling of how these inherently related grant programs may be made 
more mutually productive. 



4. Brn:xl~~n t!w authoiity under which lidlh stuck nld sllr\-vys 
are eontluetc~~l untlcr section 305 vf the Public Hc;llth Scr\-ice Acat. 

Tlif mo.5: imnlecli:ltP effect of the section of the lcgislnli0n clvdillg 
with the rcscnrch and clerclopnicnt lending toward n cnopxtivc: 
federal-st~itc-Iocnl hcnlth statistics system n-ould bc the constrriction 
of ;1 niotlel for ;I nntionwiclc system linking the efforts of locnlitirs, 
st:lted, ;tncl tlv fcclcr:d gowriiineiit in proriding coinprchunsivc st:l- 
tistics on Iiedth, health scrriccs. lidth re.jourccs, nncl othc‘r rel:1tcd 
hcdtl1 1ll:It ters. 

Lcpislatiun ,~ntl supporti!ig plictic~ for regional niec!ic~ll ~)lTq’di!!t;, 
cc-,Iill,!,‘llel:.~i\-e llenlth plnming iIpllCiC.5, vocntiod I,c~ll;;l,ii;t;lt;(,ll 
cffClrtSj :I1111 IliliiIi’l’Clll~ OtlICl llC:l!tlI /)YO~~‘IlIlS l;I?lkC ClC:tY tllilt till’ l’l?lllS 

for tl?(‘5c :iCtii-' l:ics sllall be b;k+:tl upi1 ilii ob,jcctiw ilsckk.ni(~lit 01 
hcaltfl IUW!~ i!l t!lv 5;I:Itw nl:ti volnrnr!ilitics. At the prcsclIt tilI!c~ 11111~‘11 

of Illis -;l:lti;:il:;:i 1~0~~ i5. rr&Gng. - lutlloritic5 p!iitctl uild<~r 1hck X:1- 
tionnl He;ilt!l 511r\-cY ACt o!” l!J.jii, zid oi~lci. lqisl:itioi~ c~nlliiq f01 
iiillioki;11 \-its1 sCdiistrcs, Ilil\-e \\-ir!ih rccclli ~-C~~lx Iccl to the c*tilbli5li- 
meiit of prt~t9r\q)t~ motlcls of 5ystc’nx for lw~~lwinp health st:lti+rict5 of :I 
llllrnfxr of lid:1 1 tJyj)cS;. HO:\-Cl-CY. tllCS;c (18til 51!flCY fK)m tlicir ICtC~k 01 
the fine-zrAiie(l !Ictnil, p~wticulxlv lack of $U)~I’il])lliC c!ctnil, tllilt ib: 
nw5letl f& c~:nbli~lnneiit of prioriiics ni1tl nllo~;~ti~~il of rc’~ourc’c~. Sot 
onl- are the cliltn iiisuffkicnt for identifying the hcnlth pro~~“‘~~in wctls 
pecllliilr to fl s1;lte or local jmidiction, but they cl0 not pwinit tllcL 
sort of pinpoin:ecl evnluation which is rcquirctl for compniinp ~hnngcs 
iu health st:!tu5 bct\\wx awns in which henltli scrviccs piwwins liars 
bee11 clcvt~!opctL ant1 those being wnt~llctl as: controls. For cffcc.tivc~ 
er:duntion one needs to bc able to m&c sxch comp~~iso~Is ill ordw to 
draw conclusions nbout tiie results thnt can be attributed to IWU 
Ixogrnm nctivitie5. 

A full\--tlerelopetl systcin which \vouItl provide states nntl locnlitics 
At11 uniform statistics on hcnlth nnd health serrices ~oulcl not on!y 
permit these j~nistlictions to niid~-ze the results of their pr?grim~s 111 
the neccss~~- detail, but it n-oultl provide n source of stntistlcd infor- 
mntion for the use of the federal go\-ernment in marking progress 
ton-nrd llationnl goals. The committee intends to bring that system 
into being under the proposed bro:~clcnccl authority. 

5. Extend and improve the five-part Comprehensiw Hcnlth Plnn- 
ning. and Serl-ices Program under section 314 of the Public Health 
Serrlce L4ct. 

State Health, Pla.nning-section 814(a).-The bill would authorize 
S15,000,000 for fiscal year 1971, $17,000,000 for fiscal y-ear 1972, 
%20,000,000 for fiscal year 1973, S30,000,000 for fiscal year 1974, and 
S35,000,000 for fiscal year 1975 to enable the States to continue, 
espancl, nntl improve their Staten-iclc health planning propnms. 

The Committee-intends that. the term “hedbh care facilit?” untlc~ 
section 314(a) v-ould not include fncilities such as those pro;-itletl by 
the Christian Science Church, relying solely on spiritual menus through 
pra.yer for hea1in.z. 

Areawide Heal& Planning-section $14(b).-The bill u-odd z111- 
thorize $20,000,000 for fiscal year 1971, S30~000,OOO for fiscal ~-ckiI 
1972, $40,000,000 for fiscal year 1973, $50,000,000 for fiscal y-cur 1974, 
and S60,000,000 for fiscal year 1975 in order to enable nclclitionnl arcil- 
wide health planning progwms to bpin planning. 

Because CJf cstreme geographic distances and isolation, or because 
the population base is too small to justify support for areawide plnn- 
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ing grants, it is not feasible for some areas, particularly rural areas, 
to be included at this time in exist.ing areawide comprehensive health 
planning. Such areas cannot support,, att.ract, nor use full-time trained 
health planning talent. An alternative, therefore, is provided in the 
Committee bill which aubhorizes proJcct grants to State Cornprc- 
hcnsire Health Planning agencies for the purpose of assisting such 
handicapped areas in their comprehensive health planning. Project 
grants to State Comprehensive Health Planning agencies I\-ould pro- 
vide such areas the opportunity t.o organize t,heir own comprehensive 
health planning councils and t,o have the benefit of espertise from 
the State staff. The intent of such grants would be to assist areas of 
the State not having an opportunity to be served by areawide planning 
agencies to do their own planning, rather than to have t,he State plan 
for them. 

Present lam requires the est,ablishmcnt. of health planning councils 
with certain types of representation ns a condition for an-src!ing State 
comprehensive health planning grants but. does not statutorily require 
the same of areswide comprehcnsirc health pl:lnning.~rnnt.~, although 
the concept is essentially equally applicable. This Bill wo111d remedy 
this inadequacy in present law by requiring the e~tnbli~hment of 
areart-ide healt,h planning councils with representat,ion gcnornll~~ com- 
parable to that required for State health planning councils. 

Training, Studies, and Demonstration-section $14 (c).-The CO~I- 
mittee bill extends for five years and increases the authorization 
levels for programs supporting training, studies or demonstrations 
which will help to improve or make more effective comprehensive 
health planning throughout the Nation. The committee understands 
that training funds runy be made available under this authorization 
to begin t,o develop the sta.tistical manpower essent’ial t,o the successful 
design and implementation of the cooperatiT-e health information and 
statistics system for \I-hich initial authority is granted u~~lcr scct,ion 
210(b) of the bill. 

The bill would authorize SS,OOO,OOO for fiscal year 1971. S9,000,000 
for fiscal vear 1972, 510,000,000 for fiscal ?-ear 1973, Sll,OOO,OUO for 
fiscal x-e& 1974, and Si2,000,000 for fiscal Fear 197.7. 

Pi,Q;c I?ea.!/h Sw&ce.v-section 314(d).---The bill Kouh! authorize 
$130.000,000 for fiscal year 1971, 3145~000,000 for fiscal year 1972, 
$165.000,000 for fiscal year 1.973: S1SO,OOO,OOO for fiscal :-ear 1974, 
a1it1 8200,000,000 for fiscal year 1975 so as to continue sopport,ing 
state departments of Health and Alental Health in the provision of 
needed public health services. 

H~abth Serzsices Decelopment-section 314(e) .-The bill lvould author- 
ize S109.500,000 for fiscal year 1971. $135,000,000 for fiscal year 1972, 
S157.000,OOO for fiscal year 1973, SlS6,000,000 for fiscal -car 1974, and 
S213.000,OOO for fiscal year 1975 to improve and enhance the program 
of project grants for health services development. 

The C’ommittcc finds t.hut the Department of Health, Educ;itioll 
and Welfare n-ill assume support for selected, mature ne@borhootl 
health service cent.ers previously funded by the Ofice ot Economic 
0pportunit.y. The addition of these health center prpgrams, created 
originally to serve poor populations, is consistent wth the Depart- 
ment’s commitment and plan to derelop systems of primary health 
c:w fw the 1wor nl~l to \\-ark to\varcl estcntling t,hat stratrgy to the 

9. aept. Ol-109~4 



!~calt,h cart ncc~tls of t.he total populatic,n. P&rlcnt I’;isc)n transfm~~wl 
$3O,(NO,OOO iI1 his budget this JTear from tile Office of Ecol!onlic Opp~r- 
ttmity to tlw Department of Hcidth, Education and X7elfLwcl for this 
purpos?:. 

The ComrlGthX finds, ho\wver, that I\-h~r(bii.i the Ofiw of Eco:wtni(~ 
Opport,imit.~ is :mt.horiz~~d to pa:-, 115 put uf h custs of ~llCl1 projecl5, 
equity rqwwncnts :Lud ainortlz:ttion of luan5 on fucililie?, the DP- 
partnwrlt of Hwlth, Educat.ion and 1Vclfarc lacks ILI~V clear sucl~ 
authc,riz:ttioll under sectiorl 314. S. 3355 will remedy t?;i.i barrier to 
the t,ri~~sfcr of npproprintc projects h?- authoriziilg the p:~,vmcnt of 
Cq.L’ity rlx~lliremef~ts om.~ ~ln~rtiz&t~iOll of lO;Uii 011 fiLCilitiC5 US pu% of 
t,lle costs of project grants for conq~rehen~iw health scrricaes. Eclui1;) 
~iq~JrclncrlIs ir~ciudm the diffewncc bctw262:l t.lie total estiilmtctl ru- 
l)liLCCIIl(Lllt (XTSts Or” :L facility, incltlcliilg ni(j~ahlc eyuipmr;it, and Lhc 
mort,gaq :11nount,. Amortizat.ioii of loans on facilities iucludes priiiciplc 
anrl Il~l,c!rc‘sL COSitY, mortgage iusur:mce premiums, if a.n~-: real cst:~tf~ 

taxes, if any, insurance prcrniurns, * special assessments aud ground 
rents, if m1y. 

The Committee bcliews that the present provision in the la\\- rc- 
quiring Project Grants for Health Services De\-elopment to be in 
ac~ordnnce with such plans as have been dcwlol~ed pursuant to State 
comprelletwi\-c health planning does not provide Area-wide comprc- 
heilsivc llCil1 tll planning agencies an opportunity to review and com- 
ment on applications for project grants for health services develol)ment 
in their wslwcti\-e areas. The Committee’s bili rcmctlies tli;~t situation 
by &Yding the areawide pI~Ullliilg agencp 2x1 opportunity to review 

allcl C0Jlllllc!Ii~ 011 ~~pphtiOi~s for grMltS for health services dCVr~O]~- 
ment in their respective areas. 

The Col~ln\ittee notes with concern the fact, th:lt a 1aro.e propor- 
tion of the programs funded under section 314(e) con ticnue to be 
too narrowly focused rather than focused upon the broader area of the 
orq~uiz:ltioll and clrlivrr~ of health services. Tn lsrgc part, uf co~uw, 
this is nttribrlt.nble to t,he fact that. the states have not been as willing 
as the Congress had hoped, in funding these vit,ally important though 
narrower projects lyith funds made available under the bloc grant 
program, 314(d). The Congress is in the process of responding to this 
problem. The Senate has passed and the House will soon take up the 
Communicable Disease Control and Vaccination Assistance Amend- 
ments of 1969 which, if enacted, Jl-ould authorize separate categorical 
project grant authority for these programs. At that time the Com- 
mittee intends that HEW will, as rapidly as possible, insure that the 
projects funded under section 314(e) be primarily intended to grapple 
with the org.anization and delivery of comprehensive health services. 

6. Authorize in appropriate and limit,ed circumstances the joint 
administration of projects involving more than one of the programs 
included in S. 3355 as reported. 

As at.tention is increasingly focused upon various critical areas 
of need for health services, it can be anticipated that funds to deal with 
these needs will be converging from several sources of support. In the 
committee bill, for example, matters such as medical care delivery 
systems development and coordinat.ion, home health services, and 
manpower training and utilizat,ion are emphasized under more than 
one program. 



In order to facilitate and expedite joint administration of project,s 
in which there are costs eligible for assist.ance from more than one 
program for which funds are authorized by the bill, a provision has 
been added authorizing the Secretary to promulgate regulations pur- 
suant to which a single administrative unit may perform the necessary 
administrative functions for all the programs, reducing and simplifying 
the numbers a.nd types of separate forms, reports and dat,a request,s 
which have to be submitted, and revising and making uniform any 
inconsistent or duplicative program requirements. The Secretary would 
not be,authorized, however, t.o waive or suspend any requirement 
imposed by law or by any regulation required by law. Sdditionally, 
the bill limits the single administrative unit to either the unit which 
administers one of the programs covered by S. 3355 or the administra- 
tive unit. charged with the supervision of two or more of such programs. 
Under current HEW organization that would have the effect of limit- 
ing the designation of such a unit to the Regional Medical Program 
Service, the Community Health Service, the National Center for 
Health Services Research and Development, or the Health Services 
and Mental Health Administration. 

7. Require the Secretary of HEW to annually transmit t,o the Con- 
gress a report concerning the effectiveness of t,he pr?gram~ contained 
in S. 3355 as me11 as a statement of the relationship between them 
aud the financing of health services. 

TITLE III 

Title III of the bill would create a Xational Council on Health 
Policy. The Council would be modeled along t,he lines of the Council 
of Economic Advisers and the recently created Council on Environ- 
mental Quality. It would be located in t.he Exccutire Office of the 
President, and would consist of three full-time members appointed 
by the Presic!ent with the advice a.nd consent of t,he Senate. 

The principal function of the Council would bc to est,ablish a 
national health policy for the United States, and to make recom- 
mendations to the President and Congress on methods to achieve 
the goals of t,he policy. The Council would provide new executive 
leadership at t,he nat.ional level in health affairs. Bs a high-level 
coordinator and policy-maker in the health field, the Council would 
study and evaluate health activities throughout the Federal, state, 
local and private sectors, and would su ggest new programs and new 
approaches in all areas of health policy, such as research, facilities, 
services, manpower, 
health care. 

and the organization, delivery, and financing of 

The committee bill would authorize the appropriation of $300,000 
for the operation of the Council for fiscal year 1971, $500,000 for 
fiscal year 1972, and $l,OOO,OOO for each fiscal year thereafter. 

The Committee believes that the creation of a National Council on 
Health Policy is overdue, especially in light of the tremendous growth 
of Federal health programs in recent years, and the lack of an atlcquutc 
existing mechanism for setting national health policies and long-range 
goals. 

Numerous bills have been introduced in past Congresses to crcutc 
such a council. Although temporary, short-term groups, including 
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l)rcsidentid! commissions, ad hoc committees, and iiitcr?gcncy com- 
mittees li:lvt’ been created in the past to den1 with slx&ic problems 
in the hedth field, none of these groups has had the scope or t.he 
:kuthorit:- of the ongoing Council non- recommended by the Committee 
in Title III. 

In the clxrent Congress, the extensive hearings and report of t.1~ 
Senate $ubcommittee on Executive Reorganization and Govcrnmcnt 
Research. &ired by Senator Abraham Ribicofl’, have documcntcd the 
confusing.maze of existing Federal health programs and the absence of 
any effectire national health policy. For example, tlie nation’s highest 
health officer-the Assistant Secretary of HEW for Health Affnirs- 
controls OII!A- 227; of HEW’s total health expenditures of $14 billion 
for fiscal !-ei:r i970, and only 16yo of the total health expenditures of 
$19 billion for 1111 the 24 Federal departments and agencies engaged in 
health programs. As the result of its st,udy, one of the subcommlttce’s 
principnl recommendations was for the creation of a Council of Health 
Advisers, rhereby gir-ing nen- impetus to the movement, for the crea- 
tion of such II Council. 

The Committee intends that the Kational Council on Health Policy 
would fuifil! o function in t,he area of health affairs similar to the func- 
tion nox ful!?illecl bv the Council of Economic Advisers in tho are;l 
of economic affairs. *Since its creation shortly after the Second World 
War, t.he Council of Economic Advisers has played a major coordinat- 
ing and po!icJ--making role in economic matters; it has established 
itself as a prestigious entity in the White House Office, distinct from 
the Departme:lts of Treasury, Commerce, and Labor and the Federal 
Reserve Bo&, each of which also has an important role in economic 
aflairs. 

The Health Council recommended by the Committee would perform 
a corresponding. function in health policy, and would establish itself 
as an entit-c d&n& from the exist,ing Federal departments and 
agencies xiih operating responsibilit,ies in health affairs. Ideally, the 
annual re ort of t,he Health Council would become the same sort of 
major hea P th erent in the Nation that the annual report of the Council 
of Economic Advisers represents for the economy. 

The Committee emphasizes that it views the role of the National 
Council on Health Policy as one of making reviews, evaluations, and 
recommendations. Those Federal departments and agencies-for 
example, HEX, the Veterans Administration, and the Department of 
Defense--Ix-inth existing health programs would retain full control an? 
direction of their programs, as well as the responsibility toward their 
particular beneficiaries set forth in t.heir existing statutory authority. 

The deepening health crisis in the Nation is in large part the result 
of the failure to create a coherent and coordinated national health 
policy., capable of defining the health needs of contemporary America, 
assessmg our health resources, and proposing adequate health pro- 
grams. The committee believes that the establishment of a National 
Health Council capable of setting and coordinating national health 
policy, is a necessary precondition if the nation is to bring order out of 
the current disarray of Federal health programs. 



TITLE IV 

Title IV of the bill would facilitate the group practice of medicine. 
Tt provides that the Stwctnry CJf Health, Education and ITelfare rnny 
authorize carriers participating in Federal health benefit programs for 
Federal empIoyees to issue contracts for prepaid group practlcc health 
services to any persons, lvhcther or not such persons are Federal em- 
ployecs. 

The purpose of Title IV is to promote the development and use of 
prc )aid.group practice, and t,hereh- to make this innovative type of 
hea t,h care deliver!- s>-stern available to both consumers and physi- 1 
cians who desire to t&e advantage of it. The committee believes that, 
prepaid group practice has become one of the most promising develop- 
ments for improving the delivery of high quality medical care in 
the United States. %ny health experts regard prepaid group pract,ice 
as the health care of the future in America. They belier-e it is the best 
available method to whieve more effect,ive and more economical use 
of our scarce professional personnel and expensive health facilities. 

Although the principles of group practice have been carefully 
evolved and test,ed in many parts of t.he country during the past three 
decades, it is only recently that nat.ional interest has been generated 
in the idea. The primary reason for this new interest is the realization 
that t,he nation’s current health crisis is growing more serious, and 
t,hat better methods for the organization and dehvery of health care 
must be developed if \I-e are to meet the crisis. 

One of the keys to the success of prepaid group practice is alleviat- 
ing the need for hospi;al care and emphasizing the need for preventive 
care. Prepaid corerage of physical ewmlinatlons, imil~liunizations and 
virtually all a1~prrlprist.c out-pat.ient clin?nostic and therapeutic 
procedures enhances the prospects for prevention or early detection 
of illness. 

The I~(Riser-Pern~iln~lItc Medical Care Program in California, for 
csample, has recentl!- reported substantial savings in the cost,s of 
hcnlth care for persons enrolled in its plan, in terms of number of hospi- 
tal admissions and lower pa.tient costs. Overall, the rarious Kniscr 
plans now hare t1v-o million subscribers in sis states, served by 52 out- 
patient centers and 21 hospitals. The comprehensive cnrc providccl 
by the Ka.iser plans is made avnihtblc at a cost as 10~ as $140 per 
capita, or about, ?O-307, less thnn the cost of compflrnble health 
care in most other p;lr;j of the countr>-. Income from the Kaiser plans 
has provided nearl:- P2.50 million worth of physic,al facilities and cquip- 
mrnt.. In addition. the income provides funds for teaching, training 
:m(l research, and pa;-3 competitive iucomcs to about, 2.000 physicians 
and 1.5,OOO non-phg3ciim employees. 

The fact is, hnwcver. that. in about. t.wcnty states today, prepaid 
grOUlJ practice is inhibited by substantial obstacles. created by locnl 
law-s and regulations. Among these obst,ncles, ns identified by the 
Report of the r\‘ntin!\nl Conference on Group Practice sponsored by 
the Department of Hetllth, Eclucntion and Welfare in 1967, are the 
following: 

Limitations 011 the right of consumers or physicians to organize 
group practice prog-rnms. 

Limitations on the right to establish prepayment8 or ot.hcr 
organizations to oiler comprehensive health benefits. 
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Thrtj. for c~s:~n:plc, an!: c;wrier pnrt.icipatinF, either directly (:I: 
tlirou+ rcili~uran:.e. in the servict hcwfit pl:m, the iridcnuiity plan. 
crnplo\-ee c,rganiznti&i plans, or coniprehensirc medical pl:ms under 5 
U.S.C: 8003 for Fcdernl eml)lovees could be authorized 1)~ the Sccrc- 
tnry of HE\\- to 1 ‘ss:le group pr&,t.ice prepayment plans fo-r other per- 
sons: whether or not such persons are Federal employees. Similnrl:-. 
carrots pnrticipating in health benefit programs under Public L:lw 
S6-724 for retired Federal employees could also be nuthorizcd to issue 
group practice prepayment plans. 

Subsections (b) ancl (c) of section 401 provide a definition of group 
practice and are based on the definitions in Title V of the Model Cities 
Act of 1966 (P.L. S9-754), which established a program of Federai 
mortgage insurance for group practice facilities. 

In general, croup practice programs under the Committee bill must 
meet three b&c criteria: 

(1) The physicians in the group must be “full time” prnctitioners- 
that’k, the principal professional activity of the members of t,he group 
as a whole must be as participank in the group arran.g,rmont and the 
group must practice primarily ii1 a group practice faclhty or facilities. 

(2) The group must offer comprehensire medical care in a diversifi- 
cation of medical specialties. Each group must cont,ain an appropriate 
balance of family physicians and specialists. In general, the committee 
intends that a group should have at least a general practitioner and 
representatives of each of the five principal medical specialties: 
surgery-, obstetrics, internal medicine, pediatrics, and ear-nose-throat. 
Cotiprehensive medical services would include preventive, diagnostic 
and thernpcut,ic medical services on a prepaid basis. However, com- 
prehensire medical services need not necessarily include dental, mental 
healt,h, hospital, opt.ometric or nursing home services, or equipment 
and other supplies, escept as such services and supphes may be pro- 
vided at t.he option of the carrier, with or without, copayment as per- 
mitted by regulations of the Secretary. 

(3) The members of the group must pool the income from their 
medical practice as members of the group, and must redistribute it 
among themselves according to a prearranged plan. Or, the members 
of the group may enter into an employment arrangement with a group 
practice unit or organization for the provision of their services. 

The authorization given to the Secretary in Title IV of the com- 
mittee bill is intended to encourage those group practice programs 
that have the greatest potential for improving the delivery of health 
care. One of t,he most significant aspeck of the committee bill is that 
it, will encourage greater participation by the private, or “voluntnry”, 
health sector in developing innovative approaches to health care. Such 



encouragement is especially needed at this timt, when appropriations 
for Federal health programs are being substantially curtailed. 

An example of the type of innovation envisaged by the Commit- 
-tee under Title IV is the program now being develo ed in Columbia, 
Maryland, where John Hopkins University Medica T School and the 
Connecticut General Life Insurance Company have joined together to 
form a prepaid group practice plan for Columbia residents. The 
company has already provided $3,750,000 in mortgage financjng for 
the’ construction of permanent medical facilities in Columbia,. mclud- 
ing a 60-bed hospital scheduled t.o open next year. In addltlon, the 
company is underwriting all the i&al development, deficits for the 
plan,?vhich are expected to total at least $500,000. 

There are many states. today where this and other types of innova- 
tion by the private health sector could not be undertaken, even though 
physicians, medical schools, consumers, non- rofit or anizations, co- 
operatives, and private insurers would be rea dp y and 1 &ing to develop 
.them, given the opportunity. Title IV of the commit.tee bill is intended 
to make the opportunity available. 

COWVENTS APPLICABLE TO BOTH TITLES I AND II OF S. 3355 

I. Home Health Care 
Experience and recent research have shown that home health care 

programs can accelerate the rate of recovery from illness, can prevent 
or postpone disability, can reduce the time of hospitalization, and can 
achieve these results at lower costs than the same ser-+es provided in 
an institutional setting. Benefits to the patient are considerable: 
economically in terms of reduced cost of care and psychologically in 
terms of a comfortable recovery in a noninstitutional, familiar, home 
em-ironment. Greater utilization of home care programs can also 
relieve overcrowding in hospitals, and can release sorely needed hospi- 
t,al beds for the patient awaiting elective surgery, as well as for the 
critically ill emergency case. 

The Committee believes home health ca.re has a great potential in 
alleriating some of the problems besetting the nation’s health system. 
S. 3355 has proTided for the inclusion of home,health care programs 
in the development of Regional Medical Programs, St,ate and area- 
wide health planning and research in the area of health services 
delivery. Amendments to Title IS emphasize that home health care 
is an important method of ca.re in the critic,a.l diseases \I-hich are the 
major concern of Regional Medical Programs. Amendments to Sec- 
tions 314 (a) and (b) identify home health care as a service that 
should be included in planning for health services at both the state 
and area level. Inclusion of home hea.lth care as a specific research 
a,rea for research and development grants in health services under sec- 
tion 304, the Committee feels, will place home health care in its proper 
perspective as a full member of a comprehensive health care delivery 
system. 

Treatment programs carried out through home health care services 
must be interrelated with other medical services of the community to 
be fully effective in improvin health delivery systems. The Committee 
fully endorses the principle t at any home hea.lth care treatment prq- % 
gram must be initially prescribed by a physician and must be mom- 
tored on a continuous basis by a physIcian through direct personal 
cont.act with the patient. 



d. Veteran8 Administration Representation On Adwisory Bodies 
The bill provides for the membership (on an ex officio basis) of 

rcprcscntatives of facilities of the Veterans Administration on advisory 
bodies to State Comprehensive Health Planning Agencies and to in- 
dividual Regional Medical Programs as ~-cl1 as of the VA Chief Medi- 
cal Director (on an ex officio basis) on the National Advisory Council 
for Regional Medical Programs. 

The Committee feels that the hospital and other medical facilities 
of the Veterans’ Administration have a vital interest in the develop- 
ment of the community’s health resources., since their beneficiaries and 
their families are members of the commumty. In turn, the community’s 
plnnnin 

% 
is incomplete if it does not take into account t,he services 

provide by the Veterans’ Administration facilities. 
Representation of VA facilities on these advisory bodies is not 

intended in any way to dilute the authority of community represcnta- 
tives in developing and administering health programs; nor is it 
intended to impose any restrictions on the VA medical system. The 
Committee’s purpose in adopting these provisions is to foster com- 
munication and greater coordination between the medical facilities of 
the VA and the medical resources of the community. 

In many instances, close involvement of VA facilities with com- 
munity facilities and programs is already a fact, and has proven highly 
beneficial to all concerned, but in some areas these relationships are 
minimal or nonexistent. 

Representation of the VA on the State health planning advisory 
councils should result in better coordination of planning for facilities 
construction, better planning for costly specialized medical units, 
greater ability to determine the state’s competence to train medical 
personnel needed for its population as well as improving plamring for 
the optimum delivery of health care to the state’s residents. Informal 
methods of participation exist in VA-Comprehensive Health Planning 
relationships at the areawide level, and the Committee believes that 
this salutary trend can be expanded by the closer relations at the state 
level provided in the bill. 

In Regional Medical Programs considerable progress has already 
been made in the participatron of VA hospitals with local programs. 
The critical diseases which are the major concern of Regional Medical 
Programs are likewise major concerns of the VA medical system. 
Currently, 72 VA hospitals are already coo eratin in Regional 
Medical Programs projects. The Committee be eves urther partici- pi H 
pation mill be encouraged b VA facility representation on advisory 
groups to Regional Medical % rograms. 

CXANGES IN EXISTING LAW 

In compliance with subsection 4 of rule XXIX of the Standing 
Rules of the Senate, changes in existing law made by the bill, as re- 
ported, are shown as follows (existing law proposed to be omitted 
IS enclosed in black brackets, new matter is printed in italic, existing I law in which no change is proposed is shown in roman) : 
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PUBLIC HEALTH SERVICE ACT, AS AMENDED 
* l d 8 ic * 9 

TITLE III-GENERAL POWERS AND DUTIES OF PUBLIC 
HEALTH SERVICE 

* * * * * I . 

RESEARCH AND DEMONSTRATIONS RELATING ~0 HEALTH FACILITIES 
AND SERVICES 

SEC. 3U4. (a) (1) The Secretary is authorized- 
’ ” K(l)1 (4 t o make grants to States, political subdivisions, 

universities, hospitals, and other pubhc or nonprofit private 
agencies, institutions, or organizations for projects for the con- 
du?lt of research, experiments, or demonstrations (and related 
training), and 

C(2)] (B) to make contracts with public or private agencies, 
institutions, or organizations for the conduct of research, experr- 
ments, or demonstrations (and related training), 

relating to the development, utilization, quality, organization, and 
financing of services, facilities, and resources of hospitals, facilities for 
long-term care, or other medlcal facilities (including, for pur oses of 
this section, facilities for the mentally retarded, as define 8 in the 
Mental Retardation Facilities and Community Ment,al Health Cen- 
ters Construction Act of 1963), agencies, inst.itutions, or organiza- 
tions or to development of new methods or improvement of exlstmg 
methods of orgamzations, delivery, or financing of hea1t.h servrces, 
including, among others- 

[(A)] (i) projects for the construction of units of hospitals, 
facilities for ong-term care, or other medrcal facrhties whrch 
involve experimental architectural designs or functional layout or 
use of new materials or new methods of construction, the efficiency 
of which can be tested and evaluated, or which involve the 
demonstration or such efficiency, particularly projects which also 
involve research, experiments, or demonstrations relating to 
delivery of health services, and 

C(B)] (ii) projects for development and testing of new equip- 
men t and systems, includin, m automated equipment, and other 
new technology systems or concepts for the delivery of health 
services, and 

r(C)] (%J projects for research and demonst,ration in new 
careers in health manpower and new ways of educating and 
utilizing health manpowert.] , and 

(iv) projects for research, experimene, and demonstrations dealing 
with the e$ective combination or coordanation of public, private, or 
combined public-private methods or systems for the delivery of health 
service8 at regional, State, or local levels, and 

hz? gz$%?Akes 
or research and demonstrations in the provision qf 

[(b)] (2) Except oh I\ ere the Secretary determines that unusual 
circumstances make a larger percentage necessary in order to effectuate 
the purposes of [this section] this subsection, a grant or contract under 
[thrs section] this subsection with respect t.o any project for construc- 
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tion of a faci1it.y or for acquisition of equipment may not provide for 
payment of more than 50 per ceutum of so much of the cost of the 
facility or equipment as the Secretary determines is reasonably attrib- 
utable to research, experimental, or demonstration purppses. The pro- 
visions of clause (5) of the third sentence of section 605(a) and such 
other conditions as the Secretary may determine shall apply with 
respect to grank or contracts under [this section] this subsection 
for projects for construction of a facility or for acquisition of equipment. 

C(c)] (3)(A) Payments of any grants or under any contracts under 
[this section] this subsection may be macle in advance or by way of 
reimbursement, and in such installments and on such conditions as 
the Secretary deems necessary to carry out the purposes of [this 
section] this subsection. 

(B) The amounts otherwise payable to any personunder a grant 01 
contract made under this subsection shall be red,uced by- 

(i) amounts equal to the ja,ir market value of any equipment or 
supplies furnished to such person by the Secretary for the purpose 
of carrying out the 

cf 
reject w2h respect to which such grant or 

contra& is made, an 
.(ii) amounts equal to the pay, allowances, traveling expenses, 

and related personnel expenses attributable to the performance of 
services by an ofier or employee of the Government in connection 
with such project, ij such o$icer or employee was assigned or 
detailed by the Secretary to perform such services, 

but only ij such person requested the Secretary to furnish such equip- 
ment or supplies, or such services, as the case may be. 

Systems Analysis of Alternative Nat&n4 Health Care Plans 

(b) (I) (A) The Secretary shall develop, through utilization oj the sys- 
tems analysis method, alternative plans for health care systems designed 
adequately to meet the health needs of the American people. For purposes 
of the preceding sentence, the systems analysis method means the analyt- 
ical method by which alternative means of obtaining a desired result or 
goal is associated with the costs and benefits involved. 

(B) The Secretary shall complete the development of the alternative 
plans referred to in subparagraph (A), within such period as‘inay be 
necessary to enable him to submit to the Congress not later than June SO, 
1971, a report thereon which shall describe each plan so developed in 
terms oj- 

(;) 
(ii) 

the number of people who would be covered under the plan; 
the kind and type of health care which would be covered under 

the pian; 
-- _ 

_, 
(iii) t,he cost involved in carrying ou.t the plan and he’s& costs 

would be$nanced; ,. . . 
(iv) the number of additional physicians and other health care 

personnel and the number and type of health care, facilities needed 
to enable the plan to become fully ejective; .. 

(v) the new and improved methods, if any, .oj delivery of health 
care services which would be developed in order to e#ectuate the plan; 

(vi) the accessibility of the benezts of such plan to various socio- 
econqric classes of persons; 

(vii). the relative e#ectiveness and e$&ency of such. 
pared to existing’means oj$nancing and delivering he a! 

lan as’com- 
th care; and 
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(viii) the legislative, administrative, and other actions which ,would 
be necessary to implement the plan. 

(Q) In order to assure that the advice and services of experts in the 
various&Us concerned will be obtained in the alternative plans author- 
ized by this paragraph and that the purposes of this paragraph will fully 
be carried out- 

(i) the Secretary shall u.tilize, whenever appro riate, personnel 
from the various agencies, bureaus, and other epartmental su.b- % 
divisions of the Department of Health, Education, and Welfare; 

(ii) the Secretary is authorized, with the consent of the head of 
the department or agency involved, to utilize (on a reimbursable 
basis) the personnel and other resources of other departments and 
agencies of the Federal Government; and 

(iii) the Secretary is authorized to consult with appropriate State 
or local public agencies, private organizations, and individuals. 

Cost and Coverage Report on Existing Legislative Proposal. 

@)(A) The Secretary shall, in accordunce with fh,is paragraph, 
conduct a study of each legislative proposal which is introduced in the 
Senate or the House of Representatives during the Ninety-Jirst Congress, 
and which undertakes to establish a nat,ional h&h ,instirance plan or 
similar plan designed to meet the needs of health insurance or for health 
services of all or the overwhelming majority of the people of the United 
States. 

(B) In conducting such study with respect to each such legislative 
proposal, the Secretary shall evaluate a,nd analyze such proposal with a 
view to determining- 

(i) the costs of carrying out the proposal; and 
(ii) the adequacy of the proposal in terms of (I) the portion of the 

population covered by the proposal, (II) the type health care provided, 
paid for, or insured against under the proposal, (III) whether, and 
ij so, to what extent, the proposal provides for the development of new 
and improved methods for the delivey of health care and services. 

(I?) Not later than December $1, 1.970, the Secretary shall submit to 
the Congress a report on each legislative proposal which he has been 
directed to study under this paragraph, together with a’n. analysis and 
evaluation o such proposal. 

(4 (1) d ere are authorized to be appropriated for payme& of grants 
or under contracts under subsection (a), and for purposes of cawyi,ng out 
the provisions of subsection (b), $84,000,000 for Ihe &Cal year ending 
June SO, 1971 (of which not less than $4,000,000 shall be available only 
for purposes of carrying out the provisions of subsection (b)), $55,000,000 
for theacal year ending June 50, 197,%‘, $94,000,000 for the&seal year 
ending June SO, 1873, $110,000,000 for the Jiscal year ending June SO, 
1974, and $l$O,OOO,OOO for theJisca1 year ending June SO, 1975. 

(3) In addition to the funds authorized to be appropriated under para- 
gra 

f 
h (1) to carry out the provisions of subsection (b) there are hereby 

aut otied to be appropriated to carry out such provisions for eachJisca1 
year such sums as may be necessary. 

THE NATIONAL HEALTH SURVE,YS ASD STTJDlES 

SEC. 305. (a) The Surgeon Gene4 is authorized (1) to make, by 
sampling or other appropriate means, surveys aud special studies 
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of the population of the United States t,o determine the extent of 
illness and disability and related information such as: (A) the number, 
age, sex, ability to work or engage in ot,her activities, and occupation 
or activities of persons nf%cted with chronic or other disease or injury 
or handicapping condit,ion; (B) the type of disease or injury or hnndr- 
capping condit!ion of each person so afflicted; (C) the length of time 
t.hat each suth person hns been prevented from carrying on his occu- 
pation or activities; (D) the amounts and types of services received 
for or because of such conditions; [and] (E) the economic and other 
impacts of such conditions; (F) health care resources; (G) environmental 
and social heaZth hazards; and (H) family formation growth and disso- 
lution; and (2) in connect.ion therewith, to develop and test new or 
improved methods for obtaining current data on illness and disability 
and related information. Except to the extent otherwise provided by 
regulations of th.e Secretary, no information obtain.ed as a result of surveys 
and st&:ies conducted purslcant to this subsection shall be disclosed or 
used for any purpose ofh.er than the sfatistical purposes for whic’h it was 
supplied; and no such information relating to any particular establish- 
ment or person shall be published in a jorm which idenf$ies such 
establishment or person Tmless such establishment OT person consents to the 
publication of such information in much form. 

(6) The Secretary is authorized directly, or by contract to conduct 
research and demonstrations, and to make evaluations, relating to the 
design and implementation of a cooperative system for producing com- 
parable and unijorm health information and statistics a.t the Federal, 
State, and local levels. 

IX41 (4 Th e ur S g eon General is authorized, at appropriate inter- 
vals, to n&e available, through publications and otherwise, to any 
interested governmental or other public or private agencies, organiza- 
tions, or groups, or to the public, the results of surveys or studies made 
pursuant to subsection (a). 

C(c) J (d) For each fiscal year beginning after June 30, 1956, there 
are authorized to be appropriated such sums as the Congress may 
determine for carrying out the provisions of this section. 

E(d)3 (e) To assist in carrying out the provisions of this section the 
Surgeon General is authorized and direct.erl to cooperate and consult 
with the Departments of Commerce and Labor and any other in- 
terested Federal Departments or agencies and with State health de- 
partments. For such purpose he shall utilize insofar as possible the 
services or facilities of any agency of the Federal Government and, 
without regard to section 3709 of the Revised Statutes, as amended, 
of any appropriate State or other public agency, and may, $thout 
regard to section 3709 of the Revised Statutes, as amended, utrhze the 
services or facibt.ies of any private agency, organization, group, or 
individual, in accordance with written agreements between the head of 
such agency, organization, or group, or such individual and the.,Secre- 
tary of Health, Education, and Welfare. Payment, if any, for such 
services or facilities shall be made in such amounts as may be provided 
in such agreement. 

* * * * * * *’ 
SEC. SlOa. For the purpose of facilitating the administration o , and 

expedding the carrying out of the purposes of, the programs esta d &shed 
by title IX and se&one SO4,Sl4(u), 514(b), $14(c), 314(d), dnd 314(e) 
of this Act in situations in which grants are sought. or made under tioo or 
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more of such programs with respect to a single project, the Secretary .is 
authorized to promulgate regulations- 

(1) under which the administratirejunctions under such programs 
with respect to such project will be perjormed by a single administra- 
tive unit which is the administrative unit charged with the admini- 
stration of any of such programs or is the administrative unit charged 
with the supervision of two or more of such programs; 

(2) &signed to reduce the number of applications, reports? and 
other materials required under such programs to be submitted wtth. re- 
speet to such project, and otherwise to simp!ijy? consokla fe, and make 
unijorm (to the extent.feasible), the data and tn ormation reguired to 
be contained in such applicataomq, reports, an d other materials; and 

(3) under which inconsistent or duplicative requirements imposed 
by such programs wiI1 be revised arid made uniform with respect to 
such project; 

except that nothing in this section shoJ be construed to authorize the 
Secretary to waive or suspend, with respect to any such project, any 
requirement with respect to any of such programs ij such, requirement is 
imposed by law or by any regulation required by law. 

Slob. On or before January 1 of each year, the Secretary shall transmit 
to the Congress a report of the acticit-les carried on under the provisions 
of title IX of this Act and sections 304 305, 314(a), 31,$(b), 314(c), 
314(d), and 314(e) of this title together aCth (1) an evaluation of the 
e$ectiveness of such activities in ,improring the e$iciency and eJectiveness 
of the research, planning, and delivery of health services .in cnrrying out 
the purposes for which such provision-s v:ere enacted, (2) a statement of 
the relationship between Federal jinancing and jinancing from other 
sources of the activities undertaken pursuant to such prozkions (inc%ud- 
ing the possibi&ies for more e$cient srpport of such actlclties through 
use of alternate sources oj$nancing a-f&r an initial period of support 
under such provisions), and (3) such recommendations with respect to 
such provisions as he deems appropriate. 

PART B-FEDERAL-STATE COOPERATIOS 

IN GESERAL 

SEC. 311. (a) The Surgeon General is authorized to accept from 
State and local authorities any assistance in the enforcement of 
quarantine regulations made pursuant to this Act which such au- 
thorities may be able and milling to provide. The Surgeon General 
shall also assist States and their political subdivisions m t’he preven- 
tion and suppression of communicable diseases, shall cooperate with 
and aid State and local authorities in the enforcement of their quar- 
antine and other health regulations and in carrying out the purposes 
specified in section 314, and shall advise the several States on matters 
relating to the preservation and improvement of the public health. 

(b) The Surgeon General shall encourage cooperative activities 
between the States with respect to comprehensive and continuing 
planning as to their current and future health needs, the establish- 
ment and maintenance of adequate public health services, and other- 
wise carrying out the purposes of section 314. The Surgeon General 
is also authorized to train personnel for State and local health work. 

(c) The Secretary may enter into agreements providing for coopera- 
tive planning between Public Health Service medical facilities am1 
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community health facilities to cope with health problems resulting 
from disasters, and for participation by Public Health Service medical 
facilities in carryin@ out such planning. He may also, at the request 
of the appropriate L3 tate or local authority, extend temporary (not in 
escess of forty-five days) assistance to States or localities in meeting 
health emergencies of such a nat.ure as to warrant Federal assistance. 
The Secretary may require such reimbursement of the United States 
for aid (other than plamting) under the preceding sentences of this 
subsection as he may determine to be reasonable under the circum- 
stances. Any reimbursement so paid shall be credited to the applicable 
appropriation of the Public Health Service for the year in which such 
reimbursement is received. 

HEALTH COXFERENCES 

SEC. 312. A conference of t.he health authorities of the several States 
shall be called annually by the Surgeon General. Whenever in his 
opinion the interests of the public health mould be promoted b)* a 
conference, the Surgeon General may invite as many of such healrh 
authorities and officials of other State or local public or private agen- 
cies, institutions, or organizaCons to confer as he deems necessary 0I’ 
proper. Upon the application of health authorities of five or more 
States it shall be the duty of the Surgeon General to call a conference 
of all State and Territorial healt~h authorities joining.in the request. 
Each St#ate represented at any conference shall be entitled to a single 
x7ot.e. Whenerer at any such conference matters relating to mental 
health are to be discussed, the mental health authorities of the respec- 
tive States shall be invited to attend. 

(a) There shall be a collection of the statistics of t.he births and 
deaths in registration areas annually, the da.ta for which shall be ob- 
tained only from and restricted to such registration records of such 
States and municipalities as in the discretion of the Secretary of Health, 
Education, and Welfare possess records affording satisfactory data in 
necessary detail, the compensatJon for the transcription of which shall 
not exceed 4 cents for each birth or death reported; or a minimum 
compensation of $25 may be allowed in the discretion of the SecretaT 
of Health, Educat,ion, and Welfare, in States or cities re istering less 
than five hundred deaths or five hundred births during t ifi e precedhlg 
year. 

COLLECTION OF VITAL STATISTICS 

SEC. 313. To secure uniformity in the registration of mortality, 
morbidity, and vital statistics the Surgeon General shall prepare and 
distribute suitable and necessary forms for the collection and com- 
pilation of such statistics which shall be published as a part of the 
health reports published by the Surgeon General. 

GRANTS TO STATES FOR COMPREHENSIVE STATE HEALTH PLAI iWSG 

SEC. 314. (a)(l) AuTHoRIzATIoS.-In order to assist the States in 
comprehensive and continuing planning for their current and future 
health needs, the Surgeon General is authorized during the period 
beginning July 1, 1966, and ending [June 30, 19701, June SO, 1975 to 
make grants to States which have submitted, and had approved by 
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the Surgeon General, State plans for comprehensive State health 
planning. For the purposes of carrying out this subsection, there are 
hereby authorized to be appropriated $2,500,000 for the fiscal year 
ending June 30, 1967, $7,000,000 for the fiscal year ending June 30, 
1968, $10,000,000 for the fiscal year ending June 30, 1969, I[and 
$15,000,000 for the fiscal year ending June 30, 19701 $15,OOO,OOOfo? 
the Jiscal year end&g June SO, 1970, $15,000,000 for the jiscal yeal 
ending Ju,ne SO, 1971, $17,000,000 jar the jiscal year ending June 50, 
1972, $20,000,000 for theJisca1 year ending June SO, 1973, $50,000,000 
for the&w1 year ending June 30, 1974, and $35,000,000 for the$scal 
year ending June 50,1975. 

(2) STATE PLANS FOR COXPREHENSIVE STATE HEALTH PLANNING.- 
In order to be approved for purposes of this subsection, a State plan 
for comprehensive State health planning must- 

(A) designate, or provide for the establishment of, a single 
State agency, which may be an interdepartmental agency, as the 
sole agency for administering or supervising the administration 
of the State’s health planning functions under the plan; 

(B) provide for the establishment of a State health planning 
co1kl, which shall include representatives of [State and local 
age,ncies] Federal, State, and local agencies (including as an ex 
ofiio member, ij fh.ere is located in such State one or more hospitals 
or other health care facilities of the Veterans’ Administration, the 
individual whom fhe Adminisfrator of Veterans’ Aflak shall hare 
designated to serce on svch council as the reprrsentatice of fhe 
hospitals or other health care facilities of such Admkkirafion which 
are located in such Rate) and nongovernmental organizat,ions and 
groups concerned with health (including representation of the 
regional medical program or programs within the State) and of 
consumers of health services, to advise such State agency in 
carrying out its functions under the plan, and a majority of the 
membership of such counc,il shall consist of represcnt’atires of 
consumers of health services; 

(Cj set forth policik and procedures for the expenditure 
of funds under the plan, which, in the judgment of the Surgeon 
General, are designed to provide for comprehensire State planning 
for health services (both public and private and including home 
h,ealfh. cure), including the facilities and persons required for 
the prorision of such services, to meet the health needs of the 
people of the State; 

(D) provide for encouraging cooperative efforts among govern- 
mental or nongovernmental agencies, organizations and groups 
concerned with health services, facilities, or manpower, and 
for cooperative efforts between such ?gevcies, organizatioqs, 
and groups and similar agencies, orgamzatlons. and groups m 
the fields of education, welfare, and rehabilita,tidn; 

(E) contain or be supported by assurances satisfactory to the 
Surgeon General t,hat the funds paid uader this subsection 
will be used to sapplement and, to the estent pract,icable, to 
increase the level of funds that would otherwise be made available 
by the State for the purpose of comprehensive health planning 
and not to supplant such non-Federal funds; 

(F) provide such methods of administration (including methods 
relating to the establishment and maintenance of personnel stand- 
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ards on a merit basis, except that the Surgeon General shall 
exercise no authority with respect to the selection, tenure of 
office, and compensation of any indix-idual employed in accordance 
with such methods) as are found by the Surgeon General t.o be 
necessary for the proper and efficient operation of the plan; 

(G) provide that the State ngency will make such reports, in 
such form and containing such informntion, as the Surgeon 
General may from time to time reasonably require, and will keep 
such records and afford such access thereto as the Surgeon Gen- 
ernl finds necessary to nssure the correctness and verification of 
such reports; 

(H) provide that the State agency n-ill from time to time, but 
not less often than annuallr, review its State plan approved under 
this subsection and submit to the Surgeon General appropriate 
modificat.ions thereof: 

(I) effec.tive July 1, 196S, (i) pro&Ie for assisting each henlth 
care facilitp in the Stnte to derelop n program for capital es- 
penditures for replacement, modernizntion, nnd expansion which 
is consistent with an oI-era11 State plnn developed in accordnnce 
with criteria established b)- the Secretary nfter consultation with 
the State which will meet the needs of the St.ate for hcnlth care 
facilities, equipment, and sertices without duplication ancl other- 
wise in the most efficient nnd economical manner, nnd (ii) provide 
that the State agency furnishing such assistance will periodic&y 
review t,he program (developed pursuant to clause (i)) of each 
health care facility in the State and recommended appropriate 
modification thereof; 

(J) provide for such fiscal cont,rol and fund accounting pro- 
cedures as may be necessary to assure proper disbursement of and 
accounting for funds paid to the State under this subsection; and 

(Ii) contain such additional informat,ion nnd assurances as the 
Surgeon General may find necessary to carry out the purposes 
of this subse&on. 

(3)(A) STATE ALLoTiwwrs.--From the sums appro riated for such 
purpose for each fiscal year, the several States shal f be entitled to 
allotments determined, in accordance with regulations, on the basis 
of the population and the per capita income of the respective States; 
except that no such allotment to any State for any fiscal year shall be 
less than 1 per centum of the sum appropriated for such fiscal year 
pursuant to paragraph (1). Any such allotment to a State for a fiscal 
year shall remain available for obligation by the State, in accordance 
with the provisions of this subsection and the State’s plan approved 
thereunder, until the close of the succeeding fiscal year. 

(B) The amount of any allotment to a State under subparaoraph 
(A) for any fiscal year which the SuFgeon General determines ~-11 not ‘I 
be requirecl by the State, during the period for which it is available, 
for the 
by the ?i 

urposes for which allotted shall be available for reallotment 
urgeon General from time to time, on such date or dates as 

he may fix, to other States wilth respect to which such a determination 
hns not been made, in proportion to the original allotments to such 
States under subparagraph (A) f or such fiscal year, but with such 
proportionate amount for any of such other States being reduced to 
the extent it exceeds the sum the Surgeon General estimates such 

State needs and will be able to use during such period; and the total 
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.of such reductions shall be similarly reallotted among the States whose 
proportionate amount,s were not so reduced. Any amount so reallotted 
to a State from funds appropriated pursuant to this subsection for a 
fiscal year shall be deemed part of its allot.ment under subparagraph 
(A) for such fiscal year. 

(4) PAYMENTS TO STATES.-From each St.ate’s allotment for a fiscal 
year under this subsection, the State shall from time to time be paid 
the Federal share of the expenditures incurred during that year or the 
succeeding y&ar pursuant to its State plan approved under this sub- 
section. Such payments shall be made on the basis of estimates by the 
Surge& General of the sums the State will need in prder to perform 
the planning under its approved State plan under this subsecton, but 
with such adJustme& as may be necessary to take account of previ- 
ously made underpayments or overpayments. The ‘(Federal share”, 
for any State for purposes of this subsection shall be all, or such part 
as the Surgeon General may determine, of the cost of such planni!lg, 
except that in the case of the allotments for the fiscal year endmg 
June 30, 1970, it shall not exceed 75 per centum, of such cost. 

PROJECT GRANTS FOR AREAWIDE HEALTH PLAXXIhTG 

(b)(I)(A) The Surgeon General is authorized, during the period 
beginning July 1, 1966, and ending [June 30, 19701 June SO, 1975, 
to make, with the approval of the State agency administering or 
supervising the administration of the St,at.e plan approved under 
subsection (a), project grants to any other public or nonprofit private 
agency or organizat,ion (but with appropriate representation of the 
mt’erests of local government where the recipient of the grant is not 
a local government or combination thereof or an agency of such 
go\-ernment or combination) to corer not to exceed 75 per centum of 
the costs of projects for developing (and from time to time revising) 
comprehensive regiona!, metropohtan area, or ot.her local area plans 
for coordination of eslsting and planned health services, including 
the facilities and persons required for provision of such services ancl 
~inc&u&ing the provision of such semices throtlgh home health care; except 
that in the case of project grant.s made in any State prior to July 1, 
1968, approval of such State agenq 7 shall be required only if such 
State has such a State plan in effect at the time of such grants. For 
the purposes of carryin,p out this subsect,lon, there are hereby au- 
thorized to be appropnated $5,000,000 for the fiscnl year ending 
June 30, 1967, $7,500,000 for the fiscal year ending Julie 30, 1968, 
$10,000,000 for the fiscal year ending June 30, 1969, [and $15,000,000 
for the fiscal year ending June 30, 19701 $l5,OOO,OOOfor th,e$sca.l yea.1 
ending June SO, 1970, $20,000,000 for the &seal year ending J&e 80, 
1971, $50,000,000 for theJiscn1 year ending Jwne 30, 1972, $40,000,000 
for theheal year ending June SO, 1973, $50,000,000 for the$scal year 
ending June 30, 1974, ancl $60,000,000 for theJisca,l yea.r ending June 
30, 1975. 

(B) Project grads may be made by the Secretary under subparagraph 
(A) to the State agency administering or supervising fhe administration 
of the State plan approved under subsection (a) with respect to a partida? 
region or area, but only if (i) no application for such a grant with respect 
lo such region or area has beenJiled by any other agency or organization 
qualified to recei,ve such a grant, and (ii) such State agency certi$es, and 
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the Secretary jinds, that ample opportunity has been agbrdecl to qua&LA 
agencies and organizations to$le applicatio,n for such a grant with respect 
to such region or area and that it is .improbable that, in the .foreseeabIe 
future, any agency or organization which is qualijied for such a grant w& 
file applica.tion therejor. 

(2) In order to be approved under this subsection, an apylication.for a 
grant under this subsection must contain or be supported by reasonable 
assurances that there has been or will be established, in or for the area with 
respect to which such grant is sought, an areawide health planning council. 
The membership of such council shall include representatives of public, 
voluntary, and nonpro& private agencies, institutions, and organizations 
concerned with health (in&cling representatives of the interests of local 
government, of the regional medical program for such area, and of con- 
sumers of health services). A majority of the members of such council 
shall consist of representatives of consumers of health services. 

PROJECT GRARTS FOR TRAINING, STUDIES, AND DEMOSSTRATIONS 

(c) The Surgeon General is also authorized, during the period 
beginning July 1, 1966, and ending [June 30, 19701 June St?, 1975, 
to make grant.s to any public or nonprofit private agency, institution, 
or other organization to cover all or any part of the cost of rejects 
for training, studies, or demonstrations looking toward the cf evelop- 
ment of improved or more effective comprehensive health planning 
throughout the Nation. For the purposes of carrying out this subsec- 
tion, there are hereby authorized to be appropriated $1,500,000 for 
the fiscal year ending June 30, 1967, $2,500,000 for the fiscal year 
ending June 30, 1968, $5,000,000 for the fiscal year ending June 30, 
1969, [and $7,500,000 for the fiscal year ending June 30, 19701 
$'7,500,000 for the Jiscal year ending June SO, 1970, $8,000,000 for the 
jiscal year ending June $0, 1971, $9,000,000 for th.e jiscal year ending 
June SO, 1972, $lO,OOO,OOO for the jiscal year ending June 30, 1973, 
$11,OOO,OOO for the &Cal year ending June 30, 1974, and $12,000,000 
for theJiscal year ending June SO, 1975. 

GRANTSFORCOMPREtiENSIVEPUBLIC HEALTH SERVICES 

(d) (1) AUTHORIZATION OF APPRoPRIATIoNs.-There are authorized 
to be appropriated $70,000,000 for the fiscal year ending June 30, 
1968, $90,000,000 for the fiscal year ending June 30, 1969, [and 
$100,000,000 for the fiscal year ending June 30, 19701, $iOO,OOO,OOO 
for thefiscal year ending June SO, 1970, $l3O,OOO,OOOjor thejiscal year 
ending June 30, 1971, $145,000,000 for theJiscal year ending June 30, 
1972, $165,000,000 for the-fiscal year ending June 30,1973, $180,000,000 
for thefical year ending June 30, 1874, and $200,000,000 for theJisca1 
year end&g June 30, 1975 to enable the Surgeon General to make 
grants to State health or mental health authorities to assist the States 
in establishing and maintaining adequate public health services, in- 
cluding the training of personnel for State and local health work. The 
sums so appropriated shall ‘be used for making payments to States 
which have submitted, and had approved by the Surgeon General, 
State plans for provision of public health services, except that, for any 
fiscal year endin 
Secretary may 5 

after June 30, 1968, such portion of such sums as the 
etermine, but not exceeding 1 per centum thereof, 

shall be available to the Secretaryforevaluation (directly or by grants 
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or contracts) of the program authorized by this subsection and the 
amount available for allotments hereunder shall be reduced 
accordingly. 

(2) STATE PLANS FOR PROVISION OF PUBLIC HEALTH SERVICES.- 
In order to be approved under this subsection, a State plan for pro- 
vision of public health services must--- 

(A) provide for administration or supervision of administra- 
tion by the State health authority or, with respect to mental 
health services, the State mental health authority; 

(B) set forth the policies and procedures to be followed in the 
expenditure of the funds paid under this subsection; 

(C) contain or be supported by assurances satisfactory to the 
Surgeon General that (i) the funds paid to the State under this 
subsection mill be used to make a significant contribution toward 
providing and strengthening public health services in the various 
political subdivisions in order to improve the health of the people; 
(ii) such funds will be made available to other public or non rofit 
private agencies, institutions, and organizations, in actor B ante 
with criteria which the Surgeon General determines are designed 
to secure maximum participation of local, regional, or metro- 
politan agencies and groups in the provision of such services; 
and (iii) such funds will be used to supplement and, to the extent 
practical, to increase the level of funds that would otherwise 
be made available for the purposes for which the Federal funds 
are provided and not to supplant such non-Federal funds; 

(D) provide for the furnishing of public health services under 
the State plan in accordance with such plans as have been de- 
veloped pursuant to subsection (a) ; 

(IQ provide that public health services furnished under the 
plan will be in accordance 1vit.h standards prescribed by regula- 
tions, including st.andards as to the scope and quality of such 
services ; 

(F) provide such methods of administration (including methods 
relating to the establishment and maintenance of personnel stand- 
ards on a merit basis, escept t,hat the Surgeon General shall 
exercise no authority with rcspec t t,o the selec t,ion, tenure of 
office, and compensation of any incliridnal employed in nccord- 
ante with such methods) as are found by the Surgeon General to 
be necessary for t.hc proper and efficient operation of the plan; 

(G) provide that the Stabe health authority or, with respect 
to mental health services, the State mental health nuthority, mill 
from time to time, but not less often than annually~ review and 
evaluate its State plan approved under this subsection and sub- 
mit to the Surgeon General appr0priat.e moclificat,ions thereof; 

(Xi) provide that the State health authority or, with respect 
to mental health services, the State mental health authorit.y, will 
ma.ke such reports, in such form and containing such informa- 
tion, as the Surgeon General may from time to time reasonably 
require, and will keep such records and afford such access thereto 
as the Surgeon General finds necessary to assure the correctness 
and verification of such reports; 

(I) provide for such fiscal cont.rol and fund accounting procc- 
dures as may be necessary to assure the proper disbursemen> of 
and accounting for funds paid to the State under this subsection; 
and 
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(J) contain such additional information and a~~wan~e~ as the 
Surgeon General may find necessary to carry out the purposes of 
this subsection. 

(3) STATE BLLOTMENTS.-Fro111 the sums appropriated to carry 
out the provisions of this subsection the several States shall be entitled 
for each fisca.1 year to allotments determined, in accordance with 
regulations, on the basis of the population and financial need of the 
respect,ive Stat,es, escept that no State’s allotment shall be less for 
any year than the total amounts allotted to such State under formal 
grants for cancer control, plus other al1otment.s under this sect,ion, 
for the fiscal year ending June 30, 1967. 

(4) (A) PAYMEXTS TO STATE&-From each State’s allotment under 
t’his subsection for a fiscal year, the State shall be paid the Federal 
share of the espenclitures incurred during such year under its State 
plan approved under this subsection. Such payments shall be made 
from time to time in advance on the basis of estimates by the Surgeon 
General of the sums the State will expend under the State Aan, 
except that such adjustments as may be necessary shall be t mat e on 
account of previously made underpayments or 0verpaymeXts under 
this subsection. 

(B) For the purpose of determining the Federal share for any 
State, expenditures by nonprofit private agencies, organizations, and 
groups shall, subject to such limitations and conchtlons as may be 
prescribed by regulations, be regarded as expenditures by such State 
or a political subdivision thereof. 

(5) FEDERAL SHARE.-The “Federal share” for any State for pur- 
poses of this subsection shall be 100 per centum less that percentage 
which bears the same ratio to 50 per centum as the per capita income 
of such State bears to the per capita income of the United States; 
except that in no case shall such percentage be less than 33% per 
centum or more than 66?6 per centum, and except that the Federal 
share for the Commonwealth of Puerto Rico, Guam, American 
Samoa, the Trust Territory of the Pacific Islands, and the Virgin 
Islands shall be 66% per centum. 

(6) DETERJIIXATION OF FEDERAL SHARES.---The Federal shares 
shall be determined by the Surgeon General between July 1 and 
September 1 of each year, on the basis of t.he average per capita 
incomes of each of the States and of the United States for the most 
recent year for which satisfactory data are available from the Depart- 
ment of Commerce, and such determination shall be conclusive for 
the fiscal year beginning on the next July 1. The populations of the 
several States shall be determined on the basis of the latest figures for 
the population of the several States available from the Department 
of Commerce. . . 

(7) ALLOCATIOS OF FUNDS WITHIN THE STATES.-At least 15 per 
centum of a St.ate’s allotment under this subsection shall be available 
only to the State mental health authority for the provision under the 
State plan of mental health services. Effective with respect to allot- 
ments under this subsection for fiscal years ending after June 30, 196S, 
at least 70 per centum of such amount reserved for mental health 
services and at least 70 per centum of the remainder of a State’s 
allotment under this subsection shall be available only for the provision 
under the State plan of services in communities of the State. 



PROJECT GRANTS FOR HEALTH SERVICES DEVELOPMENT 

(e) There are authorized to be appropriated $90,000,000 for the 
fiscal year ending June 30, 1968, $95,000,000 for the fiscal year ending 
June 30, 1969, [and $80,000,000 for the fiscal year ending June 30, 
19701, $80,000,000 for theJisca1 year ending June SO, 1970, $109,500,000 

for theJisca1 year ending June 30, 1971, $155,000,000 for the&seal year 
ending June SO, 1972, $157,000,000 for thejiscal year ending June SO, 
1873, $186,000,000 for theJisca1 year ending June SO, 1974, and $2lS?- 
000,000 for theJisca1 year ending June SO, 1975 for grants to any pubhc 
or nonprofit private agency, institut,ion, or organization to cover part 
of the cost (including equity requirements of and amortkation of loans 
for facilities) of (1) providing services (including relat.ed training) to 
meet health needs of limited geographic scope or of specialized regional 
or national significance, or (2) developing and supporting for an initial 
period new programs of health services (including related training). 
Such grants may be made pursuant to clause (1) or (2) of the preceding 
sentence with respect to projects involving the furnishing of public 
health services only if such services are provided in accordance with 
such plans as have been developed pursuant to subsection (a). [For 
any fiscal year ending after June 30, 1968, such portion of the appropri- 
ations for grants under this subsection as the Secretary may determine, 
but not exceeding 1 per centum thereof, shall be available to the 
Secretary for evaluation (directly or by grants or contracts) of t,he 
program authorized by this subsection.] Grants under this s&section 
shall be made only upon applications therejor which are approved by the 
Secretary, and the Secretary may not approve any applicaiion for any 
grant under this subsection with respect to any area unless he is satisJed 
(on the basis of evidence contained in or submitted in connection with such 
application) that reasonable opportunity for review of and comment on 
such a plication has been provided (i) to the agency or organization 
rejerre B to in subsection (b) which is responsible.jor the development, for 
such area, of a comprehensive regional, m.etropolttan, or other a.rea plans 
for coordznation of existing and plan.ned hea.lth servzces, or (ii) ij there is 
no such agency or organization, to such other public or nonprofit private 
agency (ij any) which is determined (in accordance with regulations of the 
Secretary) to be performing, for the area wiih respect to uhich such grant 
is requested, health planning junctions simaar to those performed by an 
agency or organization referred to in subsection (6) which is responsible 
for the development of comprehensive regional, metropolita,?!, or other area 
plans for coordination of existing and planned health servwes. 

INTERCHANGE OF PERSOSXEL WITH STATES 

(f)(l) For the purposes of this subsection, the term ‘State” means 
a State or a political subdivision of a Sta,te, or any agency of either of 
the foregoing engaged in any activities related t,o health or designated 
or established pursuant to subparagraph (A) of paragraph (2) of sub- 
section (a); the term “Secret.ary” means (except when used in para- 
graph (3)(D)) the Secretary of Health, Educat,ion, and Welfare; and 
the t’erm “Department” mea.ns the Depnrtment of Health, Educnt,ion, 
and Welfare. 

(2) The Secretary is authorized, through agreements or ot,herwise, 
to arrange for assignment of officers and employees of States to the 
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Department and assignment to States of officers and employees in the 
Depart.ment engqecl in work related to health! for work which the 
Secretary determmes will aid the Department m more effective dis- 
charge of its responsibilities in the field of health as aut.horized by 
law, including cooperation with States and the provision of technical 
or other assistance. The period of assignment of any officer or employee 
under an arrangement shall not exceed two years. 

(3)(A) Officers and employees in the Department assigned to any 
State pursuant to this subsection shall be considered, during such 
assignment, to be (i) on detail to a regular work assignment in the 
Department, or (ii) on leave wit.hout pay from their positions in the 
Department. 

(B) Persons considered to be so detailed shall remain as officers or 
employees, as the case may be, in the Department for all purposes, 
escept that, the supervision of their duties during the period of cletall 
may be gorerned by agreement between the Department and the 
Stat,e involved. 

(C) In the case of persons so assigned and on leave without pay- 
(i) if the rate of compensation (including allo\vances) for 

their emplomlent by t.he State is less than the rate of compensa- 
tion (incluciinp allowances) they would be receiving had they 
continued in their regular assignment in the Department, they 
may receire supplemental salary payments from the Department 
in the amount considered by the Secretary to be justified, but 
not at a rate in excess of the difference between the State rate 
and the Department rate; and 

(ii) t.her may be granted annual leave and sick leave to the 
extent authorized by la\\-, but only in circumstances considered 
by the Secretary to justify approval of such leave. 

Such officers and employees on leave without pay shall, notwith- 
standing anr other provision of law., be entitled- 

(tii) to continuation of their insurance under the Federal 
Employee Group Life Insurance Act of 1954, and coverage 
under the Federal Employees Health Benefits Act of 1959, so 
long as the Department continues to collect the employee’s 
contribution from the officer or employee involved and to transmit 
for timelF deposit into the funds created under such Acts the 
amount of the employee’s contributions and the Government’s 
contribution from appropriations of the Department; and 

(iv) (I) in the case of commissioned officers of the Service to have 
their service during their assignment treated as provided in section 
214(d) for such officers on leave without pay, or (II) in the case of 
other officers and employees in the Department, to credit the period 
of their assianment under the arrangement under this subsection 
toward perio&c or longevity step increases and for retention and leave 
accrual purpose s, and, upon payment into the civil service retirement 
and disability fund of the percentage of their State salary, and of 
their suppIementa1 salary payments, if any, which would have been 
deducted from a like Federal salary for the period of such assignment 
and payment b_r the Secretary into such fund of the amount which 
would have been payable by him during the period of such assignment 
with respect to a like Federal salary, to treat (notwithstandmg the 
provisions of the Independent Offices Appropriations Act, 1959, 
under the head ‘Civil Service Retirement and Disability Fund’) 
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their service during such period as service within the meaning of the 
Civil Service Retirement Act; except that no ofher or employee or 
his beneficiary may receive any benefits under the Civil Service 
Retirement Act, the Federal Employees Health Benefits Act of 1959, 
or the Federal Employees’ Group Life Insurance Act of 1954, based 
on service during an assignment hereunder for which the officer or 
employee or (if he dies without making such election) his beneficiary 
elects to receive benefits, under any State retirement or insurance 
law or program, which the Civil Service Commission determines to 
be similar. The Department shall deposit currently in the funds 
created under the Federal Employees’ Group Life Insurance Act of 
1954, the Federal Employees Health Benefits Act of 1959, and the 
civil service ret,irement and disability fund, respectively, the amount 
of the Government’s contribution under these Acts on account of 
service with respect to which employee contributions are collected 
as provided in subparagraph (iii) and the amount of the Government’s 
contribution under the Civil Service Retirement Act on account of 
service with respect to lvhich payments (of the amount which would 
have been deducted under that Act) referred to in subparagraph (iv) 
are made to such civil service retirement and disability fund. 

(D) Any such o5cer or employee on leave without pay (other than 
a commissioned officer of the Service) who suffers disability or death 
as a result of personal injury sustained while in the performance of 
his duty during an assignment hereunder, shall be treat,ed, for the 
purposes of the Federal Employees’ Compensat’ion Act, as though he 
were an employee, as defined in such Act, who had sustained such 
injury in the performance of duty. When such person (or his de- 
pendents, in case of death) entitled by reason of injury or death to 
benefits under that Act is also entitled to benefits from a Stat.e for 
the same injury or death, he (or his dependents in case of death) 
shall elect which benefits he will receive. Such election shall be made 
within one year after the injury or death, or such further time as the 
Secretary of Labor may for good cause allow, and when made shall be 
irrevocable unless otherwise provided by lam. 

(4) Assignment of any o5cer or employee in the Department to a 
State under this subsection may be made wit,h or without reimburse- 
ment by the Stat,e for the compensation (or supplementary com- 
pensation), travel and transportation expenses (t.o or from the place 
of assignment), and allowances, or any part thereof, of such officer 
or employee during the period of assignment, and any such reimburse- 
ment shall be credited to the appropriation ut,ilized for paying such 
compensation, t.ravel or transportation expenses, or allowances. 

(5) Appropriations to the Department shall be available, in accord- 
ance with t.he standardized Government travel regulations or, with 
respect to commissioned officers of the Service, the joint travel regu- 
lations, for the cspenses of travel of officers and employees assigned 
to States under an arrangement under this subsection on either a detail 
or leave-without-pay basis and, in accordance with applicable laws, 
orders, and regulat,ions, for expenses of transportation of their imme- 
diate families and expenses of transportation of their household goods 
and personal effects m connection with the travel of such o5cer-s and 
employees to the location of their posts of assignment and their 
return to their official stations. 
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(6) Officers and employees of States who are assigned to the Depart- 
ment under an arrangement under this subsection may (A) be given 
appointments in the Department covering the periods of such assign- 
ments, or (B) be conSidered to be on detail to the Department. Ap- 
pointments of persons so assigned may be made without regard to the 
civil service laws. Persons so appointed in the Depart,ment shall be 
paid at rates of compensation determined in accordance with the 
Classification Act of 1949, and shall not be considered to be officers 
or employees of the Department for the purposes of (A) the Civil 
Service Retirement Act, (B) the Federal Employees’ Group Life 
Insurance Act of 1954, or (C) unless their appointments result in the 
loss of coverage in a group health benefits plan whose premium has 
been paid in whole or in part by a State contribution, the Federal 
Employees Health 3enefit.s Act of 1959. State officers and employees 
who are assigned to the Department without appointment shall not 
be considered to be officers or employees of the Department, except as 
provided in subsection (7), nor shall they be paid a salary or wage 
by the Department during t,he period of their assignment. The super- 
vision of the duties of such persons during t.he assignment may be 
governed by agreement betiveen the Secretary and the State involved. 

(7) (A) Any State officer or employee who is assigned to the Depart- 
ment without appoint,ment shall nevertheless be subject to the pro- 
visions of sections 203, 205, 207, 208, and 209 of t.itle 18 of the United 
States Code. 

(B) Any State officer or employee who is given an appointment 
while assigned to the Department, or \\-ho is assigned to the Depart- 
ment wit,hout appointment, under an arrangement under this sub- 
section, and who suffers disability or death as a result of personal 
injury sustained while in the performance of his duty dunn 

f 
such 

assignment shall be treated, for the purpose of the Federal Emp oyees’ 
Compensation Act, as though he were an employee, as defined in such 
Act, who had sustained such injury in the performance of duty. When 
such person (or his dependents, in case of death) entitled by reason of 
injury or death to benefits under that Act is also entitled to benefits 
from a Stat,e for the same inju 
case of death) shall elect which T 

or death, he (or his dependents, in 
enefits he will receive. Such election 

shall be made within one year after the injury or death, or such further 
time as Be Secretary of Labor may for good cause allow, and when 
made shall be irrevocable unless otherwise provided by law. 

(8) The appropriations to the Department shall be available, in 
accordance wth the standardized Government travel regulations, 
during the period of assignment and in the case of travel to and from 
their places of assignment or appointment, for the payment of expenses 
of travel of persons assigned to, or given appointments by, the De- 
partment under an arrangement under this subsection. -* 

(9) All arrangements under this subsection for assignment of o5cers 
or employees in the Department to States or for assignment of officers 
or employees of States to the Department shall be made in accordance 
with regulations of the Secretary. 

GENERAL 

(g) (1) All regulations and amendments thereto with respect to 
grants.to States under subsection (a) shall be made after consultation 
with a conference of the State health planning agencies designated or 
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established pursuant to subparagraph (A) of paragraph (2) of sub- 
section (a). All regulations and amendments thereto with respect to 
grants to States under subsection (d) shall be made after consultation 
with a conference of State health authorities and, in the case of regula- 
tions and amendments which relate to or in any way affect grants for 
services or other activities in the field of mental health, the State 
mental health authorities. Insofar as practicable, the Surgeon General 
shall obtain the agreement, prior to the issuance of such regulations 
or amendments, of the State authorities or agencies with whom such 
consultation is required. 

(2) The Surgeon General, at the request of any recipient of a grant 
under this section, may reduce the payments to such recipient by the 
fair market value of any equipment or supplies furnished to such 
recipient and by the amount of the pay, allowances, traveling ex enses, 
and any other costs in connection with the detail of an o cer or & 
employee to the reci ient when such furnishing or such detail, as the 
case may be, is for t fl e convenience of and at the request of such re- 
cirient and for the purpose of carrying out the State plan or the project 
lath res ect to which the grant under this section is made. The amount 
by whit such payments are so reduced shall be available for payment % 
of such costs (including the costs of such equipment and supplies) by 
the Surgeon General, but shall, for purposes of determining the 
Federal share under subsection (a) or (d), be deemed to have been paid 
to the State. 

(3) Whenever the Surgeon General, after reasonable notice and 
opportunit. for hearing to the health authority or, where appropriate, 
the menta health authority of a Sta.te or a &ate health planning P 
agency designated or established pursuant to subparagraph (A) of 
paragraph (2) of subsection (a), finds that, with respect to money paid 
to the State out of appropriations under subsection (a) or (d), t.here is 
a failure to comply substantially Tvith either- 

(A) the applicable provisions of this section; 
(B) the State plan submitted under such subsection; or 
(C) applicable regulations under this section; 

the Surgeon General shall notify such &ate health authorit’y, mental 
health authority, or health planning agency, as the case may bc, that 
further payments will not be made to the State from appropriations 
uuder such subsect.ion (or in his discretion that further payments n-ill 
not be made to the State from such appropriations for activities in 
which there is such failure), until he is satisfied that there will no 
1011 er be such failure. Until he is so satisfied, the Surgeon General 
sha 1 make no payment to such State from appropriations under sucl~ 7 
subsection, or shall limit payment to activities in which there is no 
such failure. 

(4) For the purposes of this scction- 
(A) The term “nonprofit” as applied to any p&-ate a.gency, 

institution, or organization means one which is a corporation or 
association, or is owned and operated by one or more corporations or 
associations, no part of the net earnings of which inures, or may law- 
fully inure, to the benefit of any private shareholder or individual; and 

(B) The term “State” includes the Commonwealth of Puerto 
Rico, Guam, American Samoa, the trust territory of the Pacific 
Islands, the Virgin Islands, and the District of Columbia and the t’erm 
“United States” means the fifty States and the District of Columbin. 

* * * * * * * 



TITLE IX-EDUCATIOK, RESEARCH, TRAINING, AND 
DEMCWSTRATIOSS IN THE FIELDS OF HEART DISEASE, 
CAWER, [STROKE, AKD RELATED DISEASES] STROKE, 
KIDNEY DISE;1SE, AiVD OTHER MAJOR DISEASES AND 
CO,VDITIO3-S 

PURPOSES 

SEC. 900. The purposes of this title are- 
(a) through grants a.rztZ confracfs, to encourage and assist in the 

establishment of regional cooperative arrangements among medi- 
cal schools, research institutions, and hospitals for research and 
training (inclucling continuing education) and for [related dcmon- 
strations] demonstrations of patient care in the fields of heart 
disease, cancw, stroke, [ancl related diseases] kidney disease, a& 
ofher major di.~~ases and conditions. 

(b) to afford to the medical profession and the medical in- 
stit,utions of the Sation, through such cooperative arrangements, 
the opportunity of making available to their patients the latest 
adrances in the Cdingnosis and treatment of these diseases] 
precention, diagnosis, and freafment (in&ding trea,tment through 
home health. care) of these diseases and conditions, and in the re- 
habilitation (including rehabilitation through home heaEth care) 
qf indizidTta1.s .s!c$ering Lfmm these disea,ses and conditions; [and] 

(c) to proniofe and foster regional cooperation among health care 
institutions and providers so as to strengthen and improve primary 
care and the relationship between specialized and primary care; and 

E(c)] (d) by these means, to improve generally [the health 
manpower and facilities available to the Nation3 the qua&y and 
and enhance fhe capacity of the health manpower andfa&ties avail- 
able to the iVat!‘on and fo improve health services for persons residing 
,in areas with limited health services, and to accomplish these ends 
without interfering with the pattern s, or the methods of financing, 
of patient care or professional practice, or with the administra- 
tion of hospitals, and in cooperation with practicing physicians, 
medical center officials, hospital administrator:, and represcnta- 
tives from appropriate voluntary health agencies. 

ACTHORIZATIONS OF APPROPRIATIONS 

SEC. 901. (a) There are authorized to bc appropriated $50,000,000 
for the fiscal year ending June 30, 1966, $90,000,000 for the fiscal 
year ending June 30, 1967, $200,000,000 for the fiscal year ending 
June 30, 1968, 865,000,OOO for the fiscal year ending June 30, 1969, 
[and $120,000,000 for the next fiscal year, for grants] $l~O,OOO,OOO 

for theJisca1 iear ending June SO, 1970, ~$150,000,000 jor thejiscal year 
ending June 30, 1971, $!ZOO,OOO,OOO for the $scal year end,in,g June SO, 
f972?, &2?50,000,00U for the Jiscal year ending June 50, 1978, and fo) 
each of the next two jiscal years, for grants to assist public or nonprofit 
private universities, medical school ., s research institutions, arid other 
public or nonprofit private institutlous and agencies in planning, in 
conducting feasibility studic s, and in operating pilot projects for the 
establishment, of regional medical programs of research, training, and 
demonstration activities for carrying out the purposes of this title. 
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[Sums appropriated under this section for any fiscal year shall remain 
available for making such grants until the end of the fiscal year follow- 
ing the fiscal year for which the appropriation is made.] Of the sums 
appropriated under this section for th$scal year ending June SO, 1971, 
not more than $75,000,0(?0 shall be acailable for activities .in the$eld of 
kidney disease. For any fiscal year ending after June 30, 1969, such 
portion of the appropriations pursuant to this section as the Secretary 
may determine, but not exceedin g 1 per centum thereof, shall bc 
available to the Secretary for evaluation (directly or by grants or 
contracts) of the program authorized by this title. 

(b) A grant under this title shall be for part or all of the cost of 
the planning or other activities with respect to which the application 
is made, except that any such grant \vith respect to construction of, 
or provision of built-in (as determined in accordance with regulations) 
equipment for, any facility may not exceed 90 per centum of the cost 
of such construction or equipment. 

(c) Funds appropriated pursuant to this title shall not be available 
to pay the cost of hospital, medical, or other care of patients except 
to the extent it is, as determined in accordance wi;ith regulations, 
incident to those research, t~raining, or demonstration activities which 
are encompassed by the purposes of this title. No patient shall be 
furnished hospit,al, medical, or other care at any facility incident 
to research, training, or demonstration activities carried out with 
funds appro riated pursuant to this title, unless he has been referred 
to such fat’ ity by a practicing physician or, where appropriate, a s 
practicing dentist. 

(d) Grants under this title to am- agency or institution, or com- 
bination thereof, for a regional medical program may be used by it 
to assist in meeting the cost of participation in such program by any 
FederaI hospital . 

(e) At the request of any recipient ?j a grant under this title, the 
payments to such recipient may be reduced by the fair market value of 
any equipment, sqoplies, or services jurni:~hed to such recipient and by 
the amou,nt of the pay, allowance, traveling expenses, and any other costs 
in connection with th.e deta2 of an o$cer or employee to the recipient when 
such furnishing or such detail, as the case may be, is for th.e convenience 
of and at the request of such recipient and for the purpose of carrying 
out the regional medical program to which the grant or contract under this 
title is made. 

DEFISITIOX-.S 

SEC. 902. For the purposes of this titk- 
(a) the term “regional medical program” means a coopcrutive 

arrangement among a group of pubhc or nonprofit private insifi- 
tut8ions or agencies cngagcd (;) in research, [training, diagnosis, 
and t,reatment relat,ing to heart disease, cancer, or stroke, and, 
at the option of the applicant, rrlsted disease or drstases] fra:in;ng, 
precention, d,ia.gnosi.s, trea.tment, alid reha.bi&ta.t;on (includi’ng home 
h.ealth care> rela.ting to hea.rt disease. cancer, stroke, or kidney dtsea,se, 
and, at the option of’the a,pplicant. other major diseases or condtions, 
or at the option of the applicant, (ii’! ~‘11 decelopi,ng and demonstrafIng 
systems for orga.nizing a.nd drliln;ng medica. care, bnt only (I) 
with respect to an a*pplica.nt wh;ch ;.s enga.ged ,in one or more of the 
activities referred to in subclause (;‘I. a& (II).for any period of time, 



if prior to the commencement qf such period the applicant has.jor (I 
reasonable period qf time engaged in one or more of the activities 
re,jerred to in subclause CL) ; but only if such group- 

(1) is situated within a geographic area, composed of any 
part or parts of any one or more States (which for purposes 
of this title includes the District of Columbia, the Common- 
wealth of Puerto Rico, the Virgin Islands, Guam, American 
Samoa, and the Trust, Territory of t.he Pacific Islands), 
which the [Surgeon General] Secreta:ry determines,. in ac- 
cordance n-it,h regulations, to be approprinte for carrymg out 
the purl>oses of this t,itle; 

(2) consists of one or more medical centers, one or more 
clinical research centers, and one or more hospitals; and 

(3) has in effect cooperative arrangements among its 
component units which the [Surgeon General] Secrafary 
finds will be adequate for effect,iveIy carrying out the purposes 
of this title. 

(b) tile term “medical center” means a medical school or other 
medical institution involved in postgraduate medical training 
and one or more hospitals afflliated therewith for teaching, re- 
search, and demonstration purposes. 

(c) the term “clinical research center” means an institution 
(or part of an institution) the primary function of which is re- 
search, training of specialist:, and demonstrations and which, m 
connection therelvith, provides specialized, high-quality dlag- 
nostic and treatment services for inpatients and outpatients. 

(d) the term “hospital” means a hospital as defined in sect.ion 
625(c) or other health facility in which local capability for diag- 
nosis and treatment is supported and augmented by the program 
established under this title. 

(e) the term “nonprofit” as applied to any institution or agency 
means an institution or agency lvhich is owned and operated by 
one or more nonprofit corporations or associations no part of the 
net earnings of which inures, or may lawfully inure, to the benefit 
of any private shareholder or individual. 

(f) the term “construction” [includes] means n.ew construction 
offacilities for demonstrations, research, and training when necessary 
to carry out regional medical programs, alteration, major repair (to 
the extent permitted by regulations)., remodeling and renovation 
of existing buildings (including initial equipment thereof), and 
replacement of obsolete, built-in (as determined in accordance 
with regulations) equipment of existing buildings. 

GRANTS FOR PLANNING . . 

SEC. 903. (a) The [Surgeon General] Secretary, upon the recom- 
mendation of the Mat,ionaI Advisory Council on Regional Medical 
Programs established by section 905 (hereafter in this title referred 
to as the “Council”), is authorized to make grants to public or non- 
profit privat.e universities, medical schools, research institutions, and 
other public or nonprofit private agencies and institutions, and 
combinations thereof, to assist them in planning the development, of 
regional medical programs. 
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(b) Grants under this section may be made only upon application 
therefor approved by the [Surgeon General] Secretary. Any such 
applicat.ion may be approved only if it contains or is supported by- 

(1) reasonable assurances t,hat Federal funds paid pursuant to 
any such grant will be used only for the purposes for which paid 
and in accordance with the applicable provisions of this title and 
the regulations thereunder; 

(2) reasonable assurances that the applicant will provide for 
such fiscal control and fund accounting procedures as are required 
by the [Surgeon General] Secretary to assure proper disbursement 
of and accounting for such Federal funds; 

(3) reasonable a.ssurances t.hat t.he applicant will make such 
reports, in such form and containing such information as the 
[Surgeon General] Secretary may from time to t.ime reasonably 
require, and will keep such records and afford such access thereto 
as the [Surgeon General] Secretary may find necessary to assure 
the correctness and verification of such reports; and 

(4) a satisfactory showing that the applicant has designntcd an 
advisory group, to advise the applicant (and the institutions and 
agencies 

up 
articipating in the resuIt,ing regional medical program) 

in form ating and carryin, w out t,he plan for the esta.blishment 
and operation of such regional medical program, which advisory 
group includes practicing physicians, medical center offici$s, 
hospital administrators, representat,ives from a >proprUe mcdrcal 
societies, [voluntary health agencies. and Ii voluntary health 
agencies, o#ciaJ helath and planning agencies, a.nd representatives 
of other or anizations, institutions, and agencies concerned with 
activities o B the kind to be carried on under the program (including 
as an ex o$icio member, ij there is located in such region one or more 
hospitals or other health facilities of the Veterans’ Administration, 
the individual whom the AdminBtra,tor of Veterans’ A-fairs shall 
have dekgnated to serve on such arl?;isory group as th.e representative 
of the hospitals or other health care facilities of such AdmiGstration 
which are located in such region) and members of the public 
familiar with the [need for the services provided under the 
program] need for andjinancing qf the services provided under the 
program, and which advisory group sh,all be su$icient in number to 
insu.re adequate community representation (as cletemined by the 
Secretary). 

GRlSTS FOR EST~4BLISHMENT AND OPERATION OF REGIOSAL MEDICAL 
PROGR.4JSS 

SEC. 904. (a) The ESurgeon General] Secretary, upon the recom- 
mendation of the Counci!,.is authorized t,o make grants to public or 
nonprofit private universities, medical schools, research institutions, 
and other public or nonprofit pricate agencies and institutions, a,nd 
combinat.ions thereof, to assist in establishment and operation of 
regional medical programs, includin, u const,rucDion and equipment of 
facilities in connection therewith. 

(b) Grants under this section may be made only upon npplication 
therefor approved by the [Surgeon General] Secretary. Any such 
application may be approved only if it is recommended by the advisory 
group described in section C903(b)(4) a,nd] section 903(b)(4), jf oppor- 
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t,mity has been provided, prior to such recommendation, for consideration 
of the application by each public or nonpro& private agency or organiza- 
tion which has the responsibility for decelopment, a comprehensive regional, 
metropolitan area, or other local a,rea plan referred to in section 314(b) 
covering any area in which the regional medical program for which the 
application is made will be located, and ij the application contains or is 
supported by reasonable assurances that- 

(1) Federal funds paid pursuant to any such grant (A) mill be 
used only for the purposes for srhich paid and in accordance with 
the applicable provisions of this title and the regulations there- 
under, and (B) It-ill not supplant funds that are othermise avail- 
able for establishment. or operat,ion of the regional medical pro- 
gram \vith respect to lvhich t,he grant is made; 

(2) the applicant xi11 provide for such fiscal control and fund 
account.ing procedures as are required by the [Surgeon General] 
Secretary t.o assure proper disbursement of nnd accounting for 
such Federal funds; 

(3) the applicant xi11 make such reports, in such form and 
containing such information as the [Surgeon General] Secretary 
may from time to time reasonably require, and ~vill keep such 
records and afford such access thereto as the [Surgeon General] 
Secretary may find necessary to assure the correctness and verifica- 
tion of such reports; and 

(4) any laborer or mechanic employed by any contractor or 
subcontractor in the performance of \vork -on any construction 
aided by payments pursuant to any grant under this section will 
be paid \\-ages at rates not less than those prevailin 

55 
on similar 

construction in the locality as determined by the ecretary of 
Labor in accordance lvith the Davis-Bacon Act, as amended 
(40 U.S.C. 276a-276a-5); and the Secretary of Labor. shall 
have, lrith resp’ect to the labor standards specified in this para- 
graph, the authority and functions set forth in Reorganization 
Plan Numbered 14 of 1950 (15 P.R. 3176; 5 U.S.C. 1332-15) 
and section 2 of the Act of June 13, 1934, as amended (40 U.S.C. 
276~). 

NATIONAL ADVISORY COUSCIL OS REGIONAL MEDICAL PROGRAMS 

SEC. 905. (a) [The Surgeon Gkneral, mith the approval of the 
Secretary] The Secretary may appoint, mithout regard to the civil 
service laxvs, a National Advisory Council on Regional Medical 
Programs. The Council shall consist of [the Surgeon General], the 
Assistant Secretary of Health, Edzrcation, and Welfare for Health and 
Scien@c Affairs, II-ho shall be the chairman, the Chief Medical Director 
of the Veterans’ Administration who shall be an ex o$cio member, and 
sisteen members, not otherlvise in t,he regular full-time etiploy of 
the United States, xx-ho are leaders in the fields of the fundamental 
sciences, the medical sciences, health care administration, or public 
affairs. At least two of the appointed members shall be practicing 
physicians, one shall be outst,anding in the study, diagnosis, or treat- 
ment of heart disease, one shall be outstanding in the [study, diagnosis, 
or treatment of cancer] study of or health care for persons susering 
from cancer, [and one shall be outstanding in the study, diagnosis, 
or t,reatment of stroke] one shall be &standing in the study of or 
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health care for persons sugering from stroke, one shall be outstanding in 
the study of or care for persons su.ering from kidney disease, and three 
shall be members of the public. 

(b) Each appointed member of the Council shall hold office for a 
term of four years, except that any member appointed to fill a vacancy 
prior to the expiration of the term for which his predecessor was 
appointed shall be appointed for the remainder of such term, and 
except that the terms of office of the members first taking office 
shall expire, as designated by the [Surgeon General] Secretary at 
the time of appointment, four at the end of the first year, four at t.he 
end of the second year, four at the end of the third year, and four at 
the end of the fourth year after the date of appointment. An appointed 
member shall not be eligible to serve continuously for more than two 
terms. 

(c) Appointed members of the Council, while attending meetings 
or conferences thereof or otherwise serving on business of the Council, 
shall be entitled to receive compensation at rat,es fixed by t,he Sec- 
retary, but not exceeding $100 per day, including traveltime, and 
while so serving away from their homes or regular places of business 
they may be allowed travel expenses, includmg per diem in lieu of 
subsistence, as authorized by section 5 of the Administrative Espenses 
Act of 1946 (5 U.S.C. 73b-2) for persons in the Government service 
employed intermittently. I 

(d) The Council shall advise and assist the [Surgeon General] Sec- 
retaT in the preparation of regulations for, and as to policy matters 
arising with respect to, the administration of this title. The Council 
shall consider all applications for grants under this title and shall make 
recommendations to the [Surgeon General] Secretary with respect to 
approval of applications for and the amounts of grants under this tit,le. 

REGULATIONS 

SEC. 906. The CSurgeon General] Secretary, after consultation with 
the Council shall prescribe general regulations covering the terms and 
conditions for approving applications for grants under this title and 
the coordination of programs assisted under this title wit.11 programs 
for training, research, and demonstrations relating to the same diseases 
assisted or authorized under titles of this Act or other Acts of Congress. 

IXFORUATION ON SPECIAL TREATMEXT AKD TRAIXING CENTERS 

SEC. 907. The [Surgeon General] Secretary shall est.ablish, and 
maintain on a current basis, a list or lists of facilities in the United 
States equipped and staffed to provide the most advanced met,hods 
and techniques in the diagnosis and treatment of heart disease, cancer, 
[or stroke] stroke or kidney disease, together with such relat,ecl infor- 
mation, including the availability of advanced s lecialty training in 
such facilities, a.s he deems useful, and shall ma li e such list or lists 
and related informa,tion rcadilv available to licensed practitioners and 
other persons requiring sucl~ information. To t,he end of making such 
list or lists and other information most useful, the &Surgeon General] 
Secretary shall from time to time consult with interested natioual 
professional organizations. 
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REPORT 

SEC. 908. On or before June 30, 1967, the Surgeon General, after 
consultation with the Council, shall submit to the Secretary for 
t,ransmission to the President and then to the Congress, a report of 
the activities under this title together with (1) a statement of the 
relationship between Federal financing and financi!lg from other 
sources of the activities undertaken pursuant to this title, (2) an 
appraisal of the activities assisted under this title in the light of their 
effectiveness in carrying out the purposes of this title, and (3) recom- 
mendations with respect to extension or modif’ication of this title in 
the light thereof. 

RECORDS AND AUDIT 

SEC. 909. (a) Each recipient of a grant or con2ract under t,his title 
shall keep such records as the [Surgeon General] Secretary may pre- 
scribe, including records which fully disclose the amount and disposi- 
tion by such recipient of the proceeds of such grant or contrac2, the 
total cost of the project or undertaking in connection with which such 
grant’ or contract is made or used, and the amount of that portion of 
the cost of the project or undertaking supplied by other sources, and 
such records as will facilitate an effective audit. 

(b) The Secretary of Health, Education, and Welfare and the 
Comptroller General of t,he United States, or any of their duly 
aut,horized representatives, shall have access for the purpose of audit 
and examination to any books, documents, papers, and records of the 
recipient of any grant under this titIe which are pertinent to any such 
grant. 

_ - 
[PROJECT GRANTS FOR NULTIPROGRAN SERVICES] 

MULTIPROCRAM SERVICE8 

[SEC. 910. Funds appropriated under this title shall also be avail- 
able for grants to any public or nonprofit private agency or institution 
for services needed by, or which will be of substantial use to, any two 
or more regional medlcal programs.] 

SEC. 910. (a) To facilitate interregional cooperation, and develop 
improved national capability for delivery of health seraices, the Secretary 
is authorized to utilize funds appropriated under this title to make 
grants to public or nonpro$ private agencies or in&&ions or com.bina- 
tions thereof and to contract jor- 

(1) programs, services, and activities of substantial zlse to two or 
more regional medical programs; 

(2) development, trial, or demonstration of methods for control of 
heart disease, cancer, stroke, kidney disease, or other major diseases 
or conditions; 

(3) the collection and study of epidemiologic data related to any 
of the diseases and conditions referred to in paragraph (2); 

(4) development of training specijically related to the prevention, 
diagnosis, or treatment of any of the diseases or conditions referred 
to in paragraph (2), or to the rehabilitation of persons suflering 
from any of such diseases or con&ions; and jo r continuing programs 
of such training where shortage of trained personnel would otherwise 
limit application of knozoledge and ski& important to the control of 
any such diseases or conditions; and 



(5) the conduct of cooperative cl~~nicalJield trials. 
(b) The Secretary is authorized to assist in meeting the costs of speciaJ 

projects for improving, or developing new means for, the d&very of health 
services concerned with any of the diseases or condit,ions with which this 
title is concerned. 

(c) The Secretary is authorized to support research, studies, investiga- 
tions, training, and demonstrations designed more effcticely to utilize 
health personnel in the de&very of health services. 

. 0 


